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How to use 
Trancopale 


Brand of chlormezanone 


in 
| musculoskeletal 


>| “splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
7 tients with low back pain (lum- 

ins bago), neck pain (torticollis ), bur- 

wen sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 

postoperative muscle spasm. Tran- 


He needs his muscles working properly— copal is available in 200 mg. Caplets® 


(green colored, scored) and in 100 


when they arent, he needs mg. Caplets (peach colored, scored), 
f y bottles of 100. 
VrANRCO al Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
ark of longleaf pines. It is located on U. S. Route 1, six miles south of ineieaah and 
outhern Pines. This section is unexcelled for its healthful climate. 

ee gd facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M. D. Medical Director 


OVER TWO DOZEN REASONS 
“FOR A he STEELTONE EXAMINING ROOM 


More than two dozen time- 
saving conveniences built 
into Hamilton Steeltone 
furniture to eliminate an- 
noying irritations and save 
minutes . . . provide more 
efficient office hours. Steel- 
tone is designed with an 
understanding of your 
wants and needs .. . con- 
structed to give a lifetime 
of service. Let us show you 
how to ease working ten- 
sions and make your office 
more pleasant for yourself 
and your patients. Stop in 
to see the styling and 
handsome finishes of Ham- 
ilton Steeltone suites. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Company 
119 East 7th St. Charlotte, N. C. 


Winchester - Ritch Surgical Company 
421 West Smith St. Greensboro, N. C. 


The Steeltone Suite—sturdy steel 
with warmth and style. Gleaming 
white, or your choice of cream, 
coral, jade green, silver metallic, 
or Biscayne blue with gray up- 
holstery. 
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NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW RaALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonp 2¢, va; 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 

He has just made a_ decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 


These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


orion Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C. 
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ies separate a man from his work... 


Florists may develop allergies to flowers, insecticides and 


Holland bulbs... housewives to dust and soap... 
All types of allergies — occupational, 


pollens and molds. 


farmers to 


seasonal or occasional reactions to foods and drugs — respond 
to Dimetane. With Dimetane most patients become symp- 
tom free and stay alert, and on the job, for Dimetane works 

. with a significantly lower incidence'* of the annoying side 


effects usually associated with antihistaminic therapy. 


Dimetane Extentabs 


parabromdylamine [brompheniramine] maleate 


reliably relieve the symptoms...seldom affect alertness 


Supplied: pnretane Extentabs®—12 mg. Tablets— 
4 mg. © pIMETANE Elixir—2 mg./5 cc. 

Dosage: Extentabs: Adults—One Extentab q. 8-12 h. or twice 
daily. Children over 6—one Extentab q. 12 h. Tablets: Adults— 
One or two tablets three or four times daily. Children over 6— 
one tablet t.id. or q.id. Children 3-6—¥ tablet tid. Elixir: 
Adults—2-4 teaspoonfuls t.i.d. Children over 6—2 teaspoonfuls 
t.id. or q.id. Children 3-6—1 teaspoonful t.i.d. Children under 
3—0.5 cc. (0.2 mg.) per pound of body weight per 24 hours. 
Side Effects: pimetane is usually well tolerated. Occasional 
mild drowsiness may be encountered. If desired, this may be 
offset by small doses of methamphetamine. Until known that the 


patient does not become drowsy, he should be cautioned against 
engaging in mechanical operations which require alertness. 
Contraindications: Sensitivity to antihistamines. Also Available: 
Dimetane-Ten Injectable (10 mg./cc.) or Dimetane-100 Inject- 
able (100 mg./cc.) 
References: 1. Lineback, M.: The Eye, Ear, Nose and Throat Monthly 
39:342 (April) 1960. 2. Fuchs, A. M. and Maurer, M..L.: New York J. Med. 
$9:3060 (August 15) 1959. 3. Kreindler, L. et al.: Antibiotic Med. and Clin. 
Therapy 6:28 (January) 1959. 4. Schiller, I. W. and Lowell, F. C.: New 
England J. Med. 261:478 (September $) 1959. 5, Edmonds, J. T.: The 
ryngoscope 69: iis (eptember) 1959. 6. Horstman, 
Digest Treat. 10:96 (January) 1959. 
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MAKING TODAY'S MEDICINES WITH INTEGRITY 
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ALL PHYSICIANS 
ARE WELCOME |} 


Recognizing that the’ exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


RICHARDSON SPRINGS, CALIFORNIA WICHITA, KANSAS 
Sunday, June 11, 1961 Wednesday, October 4, 1961 


Richardson's Mineral Springs The Broadview Hotei 


SPRINGFIELD, MASSACHUSETTS TRAVERSE CITY, MICHIGAN 
Wednesday, June 14, 1961 Friday, October 13, 1961 
The Schine Inn The Park Place Hotel 


CHEYENNE, WYOMING PEORIA, ILLINOIS 
Monday, July 24, 1961 Thursday, October 26, 1961 
The Plains Hotel , The Hotel Pere Marquette 


McALESTER, OKLAHOMA PROVIDENCE, RHODE ISLAND 
Saturday, July 29, 1961 Wednesday, November 1, 1961 
The Aldridge Hotel The Colony Motor Hotel 


SEATTLE, WASHINGTON HARRISBURG, PENNSYLVANIA 
Saturday, August 5, 1961 Thursday, November 9, 1961 
The Olympic Hotel The Penn Harris Hotel 


KANSAS CITY, KANSAS JACKSONVILLE, FLORIDA 
Friday, September 15, 1961 Sunday, November 12, 1961 
Battenfeld Memorial Auditorium The Robert Meyer Hotel 
TOLEDO, OHIO ALLENTOWN, PENNSYLVANIA 
Thursday, September 28, 1961 Wednesday, November 15, 1961 
The Commodore Perry Hotel The Americas Hotel 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 


Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


when the patient. 


increased bile flow... 


DECHOLIN 


(dehydrocholic Ames) 


HOW MAY A PATIENT 
» “Constant loss of bile [from relaxation: 
BE REASSURED of sphincter of Oddi following cholecyst- 
THAT REMOVAL ectomy] reduces the amounts available 
OF HIS GALLBLADDER for after meals, 
resulting clinical symptoms apparent 
WILL NOT SERIOUSLY by bile acid. adminitration.” 
IMPAIR HIS DIGESTIVE Source: Popper, H., and Schaffner, F: 
ABILITY? Liver: Structure and Function, New 
York, McGraw-Hill 1957, p. 309, 
He may be told that, among animals Available: DecHOLIN Tablets: (dehydrocholic 
of similar dietary habits and digestive sin 1.0 


processes, some have a gallbladder 
and some do not. Among the and for hydrocholer esis plud 


herbivores, the cow and sheep have spasmolysis ... 
one, the deer and horse do not; DECHOLIN® WITH BELLADONNA 


among the omnivores, the mouse (dehydrocl slic acid with belladonna, Ames) 7 

has one but the rat does not. Available: Decuoun Belladonna Tablets: 
: (dehydrocholic acid, AMES) 334 gr. 

Source: Farris, J. M., and Smith, G. K.: (250 mg.) and extract of belladonna '» er. (10 mg). 


M. Clin. North America 43:1133 (July) 1959. Bottles of 100-and 500. 


AMES 
COMPANY, INC 


Elkhart « Indiana 
Toronto Conoda 
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_lareyton delivers the favor. 


THE TAREYTON RING 
MARKS THE REAL THING! 


Here’s one filter cigarette that’s really different! 


“Pure white 
outer filter 


The difference is this: Tareyton’s Dual Filter gives you a 
unique inner filter of ACTIVATED CHARCOAL, definitely proved to 
make the taste of a cigarette mild and smooth. It works together with 
a pure white outer filter—to balance the flavor elements in the smoke. 


Tareyton delivers—and you enjoy—the best taste of the best tobaccos. 


Product of She Sibaceo is our middle name ©a.1.c0, 


ACTIVATED 
CHARCOAL 


inner filter 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, Ill, M.D. 
James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consultant) 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 
Artie L. Sturgeon, Ph.D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
B. B. Young, M.D. Pierce D. Nelson, M.D. 


Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 


3g IS te SYMBOL of ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 


receivable and collection problems. 


1S the EMBLEM of sound experience in SERVICE 


to the professional offices. 


IS the MARK of @ complete PROFESSIONAL 
accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL - DENTAL CREDIT BUREAU MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 212 West ~— Street 
P. O. Box 3136 Greensboro, c. 
Winston-Salem, N. C. Phone oon oul 3-8255 
Phone PArk 4-8373 
MEDICAL - DENTAL CREDIT BUREAU sth Street BUREAU 
2042 W. Morehead, Library Building ast Sth Stree 
P. O. Box 983 Lumberton, N. 
Phone REdfield $3283 


Reidsville, N. C. 


Phone Dickens 9-432 
. MEDICAL- DENTAL CREDIT BUREAU, INC. 


MEDICAL - DENTAL CREDIT BUREAU 225 Hawthorne Lane 

310 N. Main Street Hawthorne — Center 

High Point, N. C. Charlotte, N. 

Phone 88 3-1955 Phone Fhanklin 7-1527 

MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services THE MEDICAL - DENTAL CREDIT BUREAU 
Room 10 Masonic Temple Building Westgate Regional Shopping Center 

P. O. Box 924 Post Office Box 2868 

Wilmington, N. C. Asheville, North Carolina 


Phone ROger 3-5191 Phone Alpine 3-7378 
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Mayo Clinic Diet Manual 


New (3rd) Edition!—Latest Information on Standard Diets Proven in Practice 


The Mayo Clinic Dietetic Committee has spared 
no effort to make this revision as complete and as 
accurate as possible. It clearly reflects the ad- 
vances in food, vitamin and current dietary prac- 
tice that have been incorporated into Mayo Clinic 
procedure. Once you have established that your 
patient needs a special diet, you can turn to this 
manual for all the information you'll need to pre- 
scribe it. Each diet can he adjusted easily to the 
requirements of individual patients. There is a 
general description and a short discussion of the 
adequacy of each diet, with a chart showing types 


White—Clinical Disturbances 
of Renal Function 


New!—Clarifies management problems 

In this clear and logically organized new book, Dr. 
White offers a thorough description of the major 
problems in understanding and managing kidney 
disease. He illuminates every possible avenue that 
will help you answer three pressing questions: 
1) Is the patient suffering from renal dysfunction? 
2) What is the exact nature of the malfunction- 
ing? 3) What can be done to alleviate or correct 
the condition? 


The author shows how renal malfunction affects 
other body systems and what physicians in various 
disciplines should know about kidney disease. The 
bulk of the book deals with specific disorders— 
their signs, symptoms and management. You'll 
find sound advice on: Renal function in gout— 
Inborn errors of renal (tubular) metabolism— 
Renal cortical necrosis— Hypertension and renal 
dysfunction—Acute renal failure —Neuropsychi- 
atric aspects of renal dysfunction—Effect of age 
on renal function—Therapeutic use of water and 
electrolytes. 


By ApranaM G. Wuire, M.D., F.A.C.P., Associate Visitin 
Redden and Chief of the Renal Disease Clinic, Queens Hospita 
Center, Jamaica, N.Y. 468 pages, 6'2"x9!4", illus. $10.50. New! 


Order Today from W. B. SAUNDERS COMPANY 
West Washington Square 


Please send me the following books and charge my account: 
() Mayo Clinic Diet Manual, about $5.50 
(] White’s Clinical Disturbances of Renal Function, $10.50 
() Rubin’s Thoracic Diseases, about $20.00 


of food to be included and excluded in each pro- 
gram. Another chart shows the approximate 
composition. 

Among the important changes for this New (3rd) 
Edition you'll find: New information on the low 
cholesterol diet for atherosclerotic disease —Re- 
visions in the sections on vitamins and other food 
supplements— Inclusion of the new height-weight 
tables—The diets for children now accompany 
those for adults, for each condition. 


By the CoMMITTEE ON DIETETICS OF THE Mayo CLINIc. About 
276 pages, 6"x914", wire binding. About $5.50.—Just Ready! 


New (3rd) Edition 
Rubin— 


Thoracic Diseases 
New!—Emphasizes Cardiopulmonary Relations 


This volume gives you an immediately useful guide 
to diagnosis and therapy of thoracic disorders, 
both medical and surgical. Coverage embraces a 
host of management problems relating to diseases 
of the lungs, pleura, mediastinum and chest wall. 
The entire presentation emphasizes and integrates 
important cardiopulmonary relationships. 


You'll find: Hundreds of brilliantly clear x-ray 
films to aid you in radiologic diagnosis — Explana- 
tions of specialized procedures such as cardiac 
catheterization —Practical discussions of hyaline 
membrane disease, aspiration pneumonia, throm- 
boembolism, pulmonary embolism, pulmonary in- 
farction. Mycotic diseases of lung and carcinoma 
of the lung are discussed with extreme clarity. 
Helpful material on thoracic diseases in the young 
and on perinatal respiratory diseases delineate 
valuable pediatric aspects. 


By Eur H. Rusty, M.D., Professor of Clinical Medicine; and 

ORRIS RuBIN, M. D., Assistant Clinical Professor, ‘Thoracic 
Surgery, Albert Einstein College of Medicine, Yeshiva Univer- 
sity, N.Y.; in Association with George C. Leiner, M.D. and 
Doris J. W. Escher, M.D. About 864 pages, 7°x10’, with 400 


illustrations, some in color. About $20.00 New—Just Ready! 
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would you 
specifically 
for 


patients? 


» 


wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards 


efficacious ATARAX “...seems to be the agent of choice in patients suffering from 
removal disorientation, confusion, conversion hysteria and other psycho- 
neurotic conditions occurring in old age.”! 


remar kably “No untoward effects on liver, blood, and nervous system were observed.’’2 
well tolerated 


palatable Delicious ATARAX syrup pleases patients who resist tablets. 


Nor is that all ATARAX has to offer. When elderly patients require surgery, 
ATARAX provides effective preanesthetic adjunctive therapy. In fact, though 
outstandingly useful in geriatric patients,!.2 ATARAX equally well meets 
the needs of disturbed children and tense working adults (it calms, seldom 
impairing mental acuity). Why not extend its benefits to all your tense 
and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 

J. O., Am. Geriatrics Soc. 7:61 (Jan.) 1959. 
2. Shalowitz, M.: Geriatrics i: $12 “duly 1956. 


ATARAX 


(brand of hydroxyzine HCI) PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 


VITERRA® Capsules—Tastitabs®—Therapeutic Capsules for vitamin-mineral supplementation 
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LIFTS 
DEPRESSION 
CALMS 
ANXIET 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 


apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “‘seesaw”’ effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient —they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


® 
WALLACE LABORATORIES/ Cranbury, N. J. 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCI) and 400 mg. meprobamate 

Supplied: Bottles of 50 light-pink, scored tablets. Write 


for literature and samples 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 


Menus and Recipe Book 


A new, authoritative patient-aid .. . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance ... all worked out for you... 


so arranged and printed that you have only to 
check the desired daily calorie level before 


giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 


Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics, Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 


Wesson is 100% cettonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 


Never hydrogenated—completely salt free 
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USE THIS HANDY ORDER FORM 
The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


ADDRESS. 


CITY. 
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/ terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- | 


‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most t every topical indication 


brand Ointment efits of hydrocortisone. 


The combined spectrum y® 
of three overlapping i 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. 


jy ® A basic antibiotic com- 
ee ‘ | bination with proven 
effectiveness for the 
q topical control of gram- 


brand Antibiotic Ointment 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 


Contents per Gm. 


‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 


‘Aerosporin’® brand 
Polymyxin B Sulfate 


Zinc Bacitracin 
Neomycin Sulfate 
Hydrocortisone 


10,000 Units 5,000 Units 5,000 Units 
500 Units 400 Units 400 Units 
a 5 mg. 5 mg. 
10 mg. 


Supplied: 


Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and ¥% oz. Y% oz. and ¥% oz. Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


—Also supplied in sustained-release capsules .. 


Meprospan’ |} 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


i WALLACE LABORATORIES / Cranbury, N. J. 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


The new baby is beautiful, but his arrival raises some problems in family planning on which the mother 
will need help — your help. What you counsel or suggest to her may determine the family’s happiness 
for many years to come. When she comes in to see you for her routine postnatal check-up, you have an 
ideal opportunity to counsel her and answer her questions. It’s also an ideal time to recommend the use of 
Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, the mean diffu- 
sion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies, according to Gamble (“Spermicidal 


Times of Commercial Contraceptive Materials — 1959”).* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C.J.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960. See also Berberian, D.A., and Slighter, R.G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Kaufman, S.A.: Obst. and Gynec. 15:401 (March) 1960; Warner, M.P.: J.Am.M. Women’s A. 
14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH <a Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 
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The cigarette that made the Filter Famous! 


CIGARETTE. 
CLASS‘ 


WY 


— CIGARETTES 
NEW FILTER 


<== KING SIZE — 


SS 


It’s true, Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste... makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO, 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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‘True S-U-S-TAI-N-E-D Action 
in Steroid Therapy 


PELSULES 
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Only 
2 Pelsules 
Daily 


Maintenance Dose 


= Better therapeutic response 
® Reduced daily dosage 
m@ Fewer side effects 


= Greater safety, convenience 
and economy 


Now, forthe firsttime, 
the benefits of steroid therapy 
are enhanced by sustained release 


her conditions where the 
se of steroids is indicated. 7 


Samples and Literature on request 
SALEM 1, NORTH CAROLINA 


*trademark for timed disintegration consul 


: 
rednisolone 
\J 
_ disseminated lupus erythematosus, 
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THESE 59 000 Heart disease, cancer, mental illness — everyone knows 
’ the nation’s three major medical problems. Do you 

PEOPLE IN know that alcoholism ranks fourth? In the state of 

North Carolina there are at least 52,000 alcoholics. 

NORTH CAROLINA These people need medical help. No one is in a better 
position to initiate and supervise a program of rehabili- 

tation than the physician who enjoys the confidence of 


NEED MEDICAL HELP the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, awakens the patient's desire for solid 
food and helps to control withdrawal symptoms. The 
complications of chronic alcoholism, including hallu- 
cinations and delirium tremens, can often be alleviated 
with Librium. 

During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient's need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino 


5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
ROCHE 


LABORATORIES Division of Hoffmann-La Roche inc. 
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WHY HAVE THOUSANDS 
PHYSICIANS PRESCRIBED 
MILLIONS 
TRANSERPIN TABLETS? 


BECAUSE... The broad range of applications for Transer- 


pin Tablets permits its effective use in almost every anti-hyper- 


tensive regimen. 


BECAUSE... Transerpin alone is often sufficient medication 
in the treatment of mild hypertension, especially of the labile. 


essential type. 


BECAUSE... In more severe cases in fact in almost every 


case — Transerpin given initially, or in conjunction with more 


potent anti-hypertensive agents, permits a lowering of dosage 


schedules with consequently fewer side-reactions. 


AND BECAUSE... They have found that the modest cost of 
Transerpin tablets permits their patients’ reserpine dollars to 
stretch nearly twice as far without sacrificing one iota of the 
quality that must always be the physician’s first concern in 


choosing medication for his patients. 


Transerpin Tablets are supplied in three strengths 

0.1 mg., 0.25 mg., and 1.0 mg., as green com- 
pressed tablets in bottles of 100 and 1000 
tablets. 


S co. ime. 
PETERSBURG, VIRGINIA 
SAMPLES AND LITERATURE GLADLY SENT UPON REQUEST 


2 
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just a spray away...for soothing, 
cooling relief in allergic and inflammatory dermatoses 


METI-DERM 


prednisolone topical 


topical “Meti” steroid benefits 
in a fast and direct form 


e reduces itching and burning on contact 

e rapidly clears inflammatory edema... 
promotes healing 

“reaches” all areas... leaves no residue 


available in 50 Gm. and 150 Gm. spray 
containers with or without neomycin; 
10 Gm. and 25 Gm. tubes of cream; 

10 Gm, and 25 Gm. tubes of ointment 
with neomycin. 


For complete details, consult latest 

Schering literature available from 

your Schering Representative or 

Medical Services Department, 

Schering Corporation, Bloomfield, New Jersey, 


at 
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RESTORE 
VITALITY... 


QUALITY / RESEARCH 


to the under-par child” * 


Zentron 


comprehensive liquid hematinic 


™ 


¢ corrects iron deficiency 
e restores healthy appetite 
¢ helps promote normal growth 


* underweight, easily fatigued, anorexic—due to 
mild anemia 


Each 5-cc. teaspoonful provides: 
Ferrous Sulfate (equivalent to 

20 mg. of iron) . : 
Thiamine Hydrochloride 

(Vitamin B;). . 
Riboflavin (Vitamin . 
Pyridoxine Hydrochloride 

(Vitamin B,) . . 
Vitamin Crystalline 
Pantothenic Acid (as d- Panthenol) 
Nicotinamide. . 
Ascorbic Acid (Vitamin 5). 
Alcohol, 2 percent. 


Usual dosage: 

Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 
daily. 

Adults—1 to 2 teaspoonfuls (preferably at meal- 
time) three times daily. 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 
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Chemical Tests for Alcohol Intoxication 
Experience with 2,315 Drinking Driver Suspects 


WILLIAM A. WOLFF, PH.D. 


and 


JAMES I. Wauuer, LL.B. 


WINSTON-SALEM 


Among the numerous scientific aids to 
law enforcement, the chemical test for esti- 
mating the degree of intoxication by alcoho- 
lic beverages has been widely adopted. This 
method consists of determining the alcohol 
content of the blood stream by direct an- 
alysis of the blood, or by calculations based 
on the alcohol content of expired air, saliva, 
or urine. The first such method to be widely 
adopted was developed by Widmark in 
1922'. In the United States significant pro- 
gress in the development of methods for de- 
termining blood alcohol was made during 
the 1930-1940 decade at Yale University and 
at the Indiana University. Investigators at 
both institutions worked in close collabora- 
tion with their respective state police or- 
ganizations. 

At its 1938 meeting the Medical Society 
of the State of North Carolina adopted a 
recommendation for “. . . the passage of a 
law requiring (or allowing) any individual 
charged with drunkenness to have the al- 
cohol content of his blood tested as a mea- 
sure of intoxication.’*. The adoption of a 
chemical test program in North Carolina 
was urged by an editorial in the North 
CaroLinA MepicaL JouRNAL in 1945*. Bills 
providing for chemical tests have been in- 
troduced into several sessions, including 
those of 1959 and 1961, of the North Caro- 
lina Legislature. 

Depart- 


Gray 
the 


From the Laboratory of Clinical Chemistry, 
ments of Biochemistry and Pathology, Bowman 
School of Medicine. of Wake Forest College, and 
Police Department, Winston-Salem, North Carolina. 


By the end of 1960, 32 states had adopted 
some type of law pertaining to chemical 
tests for intoxication. Also, Supreme Courts 
in 42 states, including North Carolina, and 
the United States Supreme Court have 
rendered decisions admitting the results of 
chemical tests as evidence proving the de- 
gree of intoxication. The voluminous litera- 
ture on both the medical and legal aspects 
of such tests cannot be reviewed here. This 
paper is a report of experience with chem- 
ical tests for intoxication in the third largest 
city in North Carolina. 


Materials and Methods 


On July 1, 1951, the Police Department of 
Winston-Salem, started a chemical test pro- 
gram for drivers charged with O.A.I. (op- 
erating an automobile while intoxicated.) 
This was the first effective and continuing 
effort to use chemical tests in North Caro- 
lina. Blood samples were drawn by hospital 
personnel at the emergency ward of each 
hospital in the city. The alcohol analyses 
were made by Harger’s method? in the lab- 
oratory of Clinical Chemistry at the Bow- 
man Gray School of Medicine. The test was 
voluntary in that the arrested driver could 
refuse it without prejudice to his case. 
Over a period of nearly nine years a total 
of 2,315 drivers charged with O.A.1. elected 
to take the chemical test for intoxication. 
The blood alcohol levels found in this series 
of drivers are summarized below, together 
with some comments on objectives and gen- 
eral aspects of the chemical test program. 
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It is interesting to note that for almost a 
decade no one in the local jurisdiction has 
been able to disprove the soundness of this 
scientific testing program for intoxication. 
Its acceptance is attested by the following 
incident which took place in the Municipal 
Court. During the trial of an individual ar- 
rested for driving under the influence, the 
defendant testified that he had had the cus- 
tomary “two beers.” An expert witness took 
the stand and the judge asked, “In your 
opinion, based on your examination, how 
many 12-ounce cans of beer had the defend- 
ant consumed?” The witness considered the 
question and then replied, “Eight cans.” 
Judgment in the case was entered and the 
judge adjourned court. As the judge left 
the courtroom he approached the defend- 
ant—who was then talking with friends— 
from the rear. The judge heard the defend- 
ant say, “You know, they are just getting 
too darn smart. I had exactly eight cans of 
beer.” 


Objectives 


The chemical test program as it was set 
up in Winston-Salem has three objectives: 
to protect the innocent, to provide objective 
scientific evidence, and to facilitate court 
procedures. First in importance is protec- 
tion of the innocent. Certain of the chemical 
tests enable the officer to decide immediate- 
ly whether the behavior of the arrested 
driver is due primarily to the effects of al- 
cohol or to some other factor such as injury, 
a disease, or the effect of drugs. It is im- 
portant to remember that impairment re- 
sembling alcoholic intoxication can arise 
from insulin shock, heart attacks, epileptic 
seizures, shock, and injury. There are 
more than 60 medically recognized condi- 
tions which may produce some of the clin- 
ical signs and symptoms associated with 
acute alcoholism. Even the experienced 
observer may mistake one of these condi- 
tions for intoxication by alcohol. 

The second objective is confirmation of 
the officer’s observations by impartial 
scientific evidence. The question to be de- 
cided in cases where driving under the in- 
fluence is charged is whether the defend- 
ant’s bodily or mental responses at the time 
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of his arrest are appreciably impaired by the 
consumption of intoxicating beverages. 
Without the aid of a scientific testing pro- 
gram, this question must be resolved solely 
upon the testimony of persons who witness- 
ed the behavior, physical condition, and 
appearance of the accused at or near the 
time of his arrest, and the testimony of the 
accused himself, should be choose to testify. 
Observational evidence, to be sure, is de- 
sirable and is an integral and important 
part of the testimony to be given in these 
cases. The soul-searching question, “Is 
observational evidence sufficient?” must be 
answered in the negative. It must be realiz- 
ed that without the benefit of a scientific 
testing program laymen and police officers 
must rely on such symptoms as breath odor, 
incoherent speech, clumsiness, facial dis- 
colorations, and abnormal conduct, among 
others. It is obvious that these symptoms 
are inadequate—for while they do indicate 
impairment of the faculties, they may be 
due to some pathologic condition complete- 
ly unrelated to the ingestion of alcohol. 
The third objective of the chemical test 
program, the facilitation of court proce- 
dures, became apparent after the program 
had been in operation for several years. It 
was noted that the chemical test results ex- 
pedited the handling of O.A.I. cases in the 
courts, as presentation of evidence required 
less time and juries reached a verdict more 
promptly. According to informed opinion, 
the chemical test program has resulted in 
considerable savings in court costs. 


Preliminary Studies and Preparation 


Actual inception of the test program was 
preceded by nearly a year of intensive study 
and preparation. Officers were trained to 
observe details of the appearance and be- 
havior of persons under the influence of al- 
cohol. Tests were made to determine nerve- 
muscle coordination, reaction time, visual 
acuity, and impairment of speech. Results 
of these observations were recorded on the 
“Alcohol Influence Report Form” prepared 
by the National Safety Council. Every pos- 
sible effort was made to accustom the of- 
ficers to associating the various levels of 
blood alcohol with the several degrees of 
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intoxication. After the program was well 
under way, three officers attended the 
specialized training course in chemical tests 
at the Traffic Institute of Northwestern 
University. 

A chemist was engaged to make a special 
study of chemical methods for determining 
alcohol in blood. A comparison was made 
between the blood alcohol level determined 
directly and as determined by the Intoxi- 
meter breath method in a series of 50 sub- 
jects.* In preparation for court testimony, 
the expert witness for the state made an 
experimental study of the relationship be- 
tween the amount of alcohol consumed and 
the resulting blood level. The effect of al- 
cohol on reaction time and nerve-muscle co- 
ordination was studied in a second series 
of experiments on subjects who drank reg- 
ularly. Using equipment provided by the 
State Highway Patrol, the effect of alcohol 
on the impairment of vision in both “light” 
and “heavy” drinkers was determined. On 
the basis of this first-hand experience, to- 
gether with knowledge of similar results in 
the published literature, the state’s expert 
witness was prepared to testify in court. 

From the very inception of the program 
the judges and solicitors of the several 
courts in Winston-Salem were advised of 
the research undertaken and its results. As 
the program progressed, constant liaison 
was maintained with these court officials in 
order that they might be kept abreast of all 
developments. Also, the judges and solici- 
tors were furnished the numerous decisions 
of appellate courts regarding the admissibil- 
ity of evidence as a consequence of chemical 
tests for intoxication. Complete harmony 
and understanding has existed at all times 
since the commencement of the program. 

A systematic program of publicity was 
undertaken to acquaint the general public 
with the new program for tests on drinking 
drivers. All media of public information, in- 
cluding the press, radio and television, fully 
cooperated in disseminating information. 
Also, principals in the program appeared 
before civic clubs and other organizations 

*Recently a comparison was made between the blood 


alcohol levels determined directly and the results obtain- 
ed by the Breathalyzer method in 56 subjects. 
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in the community and demonstrated the 
equipment and technical methods before 
large numbers of interested citizens. 


Handling the Sample 


The chemist personally prepared the con- 
tainer for blood (20 ml. glass bottles with 
tightly fitting rubber stoppers), added the 
oxalate and fluoride, an anticoagulant and 
preservative, and sealed the bottles in small 
paper envelopes. These were held in the 
Police Department until needed at the hos- 
pital. Sterile syringes and needles, steam- 
autoclaved and dried, were prepared at the 
hospital. The site for the venipuncture, 
usually the area superior to the median 
cephalic vein, was sponged with aqueous 
Zephiran chloride and the blood sample was 
drawn by a physician, registered nurse, or 
medical technologist. The blood sample was 
divided between two oxalated bottles still 
in the possession of the officer, who im- 
mediately sealed and labeled them. They 
were then taken to the Police Department 
and locked in a box built and operated like 
a night deposit box at the bank. This box 
was kept in the refrigerator until the chem- 
ist opened it, removed the samples, took 
them to the laboratory, and started the an- 
alyses. The sample bottles were kept in 
locked boxes stored in a refrigerator until 
the court disposed of the case. 

The above procedure permits the chain 
of possession to be known from the time 
the blood is drawn in the hospital until the 
sample is presented in court. It also per- 
mits the officer who had the blood drawn 
to identify the sample in court and testify 
that it was drawn from a given defendant 
at the time stated. The importance of main- 
taining an unbroken chain of possession and 
adequate identification of the sample can- 
not be overemphasized. 


Observations on Drinking Drivers 


Blood alcohol levels: Blood alcohol levels, 
expressed as grams per 100 ml., found in 
2,315 drinking drivers are shown in table 1. 
To conserve space, the figures are grouped 
in spans of 0.05 per cent except for 0.15 per 
cent, the “cut-off point” accepted by many 
authorities in the United States. Only 35 


Table 1 


Blood Alcohol Levels Obtained 
In 2,315 Drinking 
Driver Suspects 

Per Cent 


(Gm, per 100 ml.) No. Cases 


0.0-0.05 13 
0.06-0.10 ze 
0.11-0.14 125 
-0).15- 32 
0.16-0.20 642 
0.21-0.25 812 
0.26-0.30 477 
0.31-0.35 149 
0.36-0.40 38 
0.41 plus 5 


drivers showed levels of blood alcohol below 
0.10 per cent. This group included several 
persons under the influence of drugs, one 
victim of polio with permanent damage to 
the nervous system, and several others with 
driving ability impaired by some disease 
process. There were 125 drivers in the 0.11- 
0.14 per cent range, and 35 with exactly 
0.15 per cent. The great majority of the 
drivers, 1,931 or 83.4 per cent of the total, 
showed levels in the range of 0.15-0.30 per 
cent. Only 192, 8.3 per cent of the total, 
showed levels above 0.30 per cent. Only 5 
drivers had levels of 0.41 per cent or high- 
er. 

Age distribution: The officer making the 
arrest reported the age of 2,230 drinking 
drivers in this series. The age distribution 
by decades is shown in table 2. The drink- 
ing drivers arrested ranged in age from 16, 
the minimum legal age for obtaining a 
driver’s license in North Carolina, to 78. 
While 1 out of 6 drivers was in the young- 
est age group, 16 to 25, nearly two thirds 
of the total, were between the ages of 26 
and 45. Another 13 per cent were between 
46 and 55. At least 31 drivers were in their 
60’s and 4 were 70 and older. 

The woman driver: In this series of driv- 
ers arrested and charged with O.A.I. were 
94 women, approximately 4 per cent of the 
total. Information on the women was Ccare- 
fully reviewed with the object of finding 
any differences between the sexes. Data on 
both groups are almost identical. The levels 
of blood alcohol were virtually the same in 
both groups. For example, 28.7 per cent of 
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Table 2 


Age Distribution of 2,230 
Drinking Driver Suspects 


Ages No. Per Cent 
(Years) 

16-25 372 16.7 

26-35 793 35.6 

36-45 674 30.2 

46-55 300 13.4 

56 and over 91 4.1 


the women were in the 0.16-0.20 range as 
compared with 27.6 per cent of the entire 
group. Likewise, 84.0 per cent of the wom- 
en and 83.4 per cent of the entire group 
were in the 0.16-0.30 range. About the only 
difference between the two groups is the 
fact that a great majority of the women 
gave their age as “under 35.” One woman, 
however, reported her age as 57. 


Protection of the Innocent 


The most dramatic feature of the chem- 
ical test program is protection of the inno- 
cent person who is arrested and charged 
with O.A.I. because “he acted like a drunk.” 
In these cases the chemical test indicated 
that alcohol was not the explanation for the 
manner of driving, although it and other be- 
havior suggested intoxication. Our files in- 
clude a number of such cases which will be 
reported in detail elsewere. The following 
excerpts are taken from cases selected as 
examples of three situations frequently en- 
countered by law enforcement officers. 
These excerpts give added weight and im- 
petus to the proposition that observational 
evidence alone is not adequate in O.A.I. 
cases. 

Cerebral accident: An elderly Negro male was 
driving East on Fifth Street when he started 
weaving from curb to curb, sideswiped a parked 
car, drove another block and sideswiped a sec- 
ond parked car, then swerved left and drove un- 
der the wheels of an oncoming trailer-tractor rig. 
On being removed from the wreckage he was 
muttering incoherently and was unable to stand 
or execute voluntary motions as directed. Five 
persons who saw his driving and the accident 
agreed to appear in court and testify that he 
was “driving drunk.” A blood alcohol test done 
“stat” revealed no alcohol present. The medical 
examination revealed hemiplegia with right- 
sided paralysis. The family was told that the 
man had had a “stroke.” No arrest was made, 
and no charges were preferred. 
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Brain injury in an accident: A middle aged 
pharmacist returning from a business confer- 
ence crashed into the rear of a parked truck. 
The officer investigating the wreck noted a 
marked odor of alcoholic beverage on the driv- 
er’s breath; an inability to walk and turn; slow, 
uncertain motions; slurred speech, and mental 
confusion. The driver admitted having had one 
“high ball.” At the emergency ward of the hos- 
pital an intern made a cursory examination and 
reported to the officer, “You do not need an al- 
cohol test to show that this man is under the 
influence.” Expecting a high alcohol level, the 
officer made a test with the Intoximeter. The 
result indicated little alcohol, probably less than 
0.05 per cent, in the blood stream. The test was 
repeated with a second Intoximeter unit which 
gave the same result. On continuing the medi- 
cal examination, the intern found that a small 
piece of metal had been driven into the frontal 
area of the skull in a direction almost parallel 
with the surface. A neurosurgeon was called to 
give immediate attention. No arrest was made. 

Effect of drug: A barber, a white male, aged 26, 
was arrested and charged with O.A.I. His be- 
havior was typical for a person under the in- 
fluence of alcohol—namely, poor coordination, 
slurred speech, mental confusion, and marked 
impairment of driving ability. The officer did 
not note the odor of alcoholic beverage, and the 
driver insisted that he “hadn’t touched a drop in 
a year.” The blood alcohol determination was 
negative. On being consulted, the driver’s phy- 
sician reported that he had prescribed a tran- 
quilizer, advising the patient not to drive after 
taking the drug. The patient disobeyed the phy- 
sician’s instructions. In court the solicitor did 
not prosecute the O.A.I. charge. 


Discussion 


A chemical test program for alcoholic in- 
toxication, like any other medicolegal pro- 
cedure, must meet two sets of requirements, 
the scientific and the legal. All details of 
handling the equipment and blood samples 
must meet the most exacting scientific 
standards. Analytical methods must give 
accurate, dependable results. All possibil- 
ities of errors of any kind must be eliminat- 
ed or reduced to insignificant levels. The 
sample must be handled in such a way that 
loss, deterioration or tampering is prevent- 
ed, and the chain of possession must be 
proved and remain unbroken. The officer 
must be able to testify in court as to the 
identify of the sample, its source, and the 
circumstances under which it was drawn. 
The chemist must be able to testify as to the 
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accuracy of results, and establish, to the 
satisfaction of the court, his competence as 
an analyst. 

In addition to producing a perso1 com- 
petent to make analyses, the state, in the 
absence of definitive legislation, must tend- 
er an expert witness who can discuss the 
physiologic significance of blood alcohol 
levels, especially their relation to nerve- 
muscle coordination, reaction time, and im- 
pairment of vision. This expert also must be 
able to state the effects of alcohol on both 
physical and mental functions, and the rel- 
ative degree to which driving ability is im- 
paired. Still further, he must know how al- 
cohol is absorbed in the body, distributed 
to the tissues, metabolized, or excreted. 

Using blood alcohol levels as confirma- 
tory evidence is only a part of the trend 
toward objective scientific methods in law 
enforcement work. Photography and finger- 
prints have been an integral part of crime 
investigation for many years. The science 
of ballistics and many other laboratory aids 
are employed daily. Radar devices are used 
to determine speed on the highways and 
streets. A few progressive communities 
have adopted the medical examiner system. 
Modern chemical test methods permit a 
scientific determination of an individual’s 
condition of sobriety. 

Two very practical purposes are served 
by dividing the blood sample between two 
bottles. The second portion of the sample 
is available for analysis in the event that 
the first portion is lost through breakage, 
a defective seal, contamination, or accident. 
Furthermore, the second bottle, with its seal 
intact, may be forwarded to another labor- 
atory for a confirmatory analysis. This has 
been done in several cases at the behest 
of the defense attorney. In these instances 
identical results were obtained in both lab- 
oratories. 

By making the test optional for the ar- 
rested driver and taking the blood sample 
only with his permission two troublesome 
problems are avoided. First, the constitu- 
tional issue of forcing the driver to submit 
to a test procedure is eliminated. Second, 
the doctor or other person drawing the 
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blood is protected against the possibility 
of a damage suit alleging forcible assault. 


Summary 


Experience in setting up a chemical test 
program for intoxication by alcohol is re- 
viewed, with emphasis on the procedures 
necessary to meet both legal and scientific 
requirements. Blood alcohol levels found in 
2,315 drinking driver suspects are reported. 

Experience with the chemical test pro- 
gram for alcoholic intoxication has amply 
demonstrated its value in protecting the in- 
nocent, aiding law enforcement, and facili- 
tating court procedures. These methods give 
the enforcement agencies one more effective 
tool for obtaining objective, scientific, and 
impartial evidence to be presented in the 
courts. Such evidence goes a long way to- 
ward eliminating guesswork and subjective 
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opinions from court hearings. On the other 


hand, the test program gives the motoring 
public added protection against the hazard 
of drunken drivers on the road. 
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The Early Diagnosis of Congenital Glaucoma 


G. THOMAS KIFFNEY, JR., M.D. 
DURHAM 


The responsibility for the early diagnosis 
of congenital glaucoma in infants rests 
principally with the pediatrician, the fam- 
ily physician, and the obstetrician. They 
are usually the first to note the signs of 
congenital glaucoma at birth and are fre- 
quently the first consulted in the subtle 
cases that begin after birth. As a result, any 
progress made in the early detection and 
subsequent treatment of congenital glau- 
coma is dependent on the vigilance of these 
physicians. 

Since 1942, when Barkan applied the 
gonitomy operation to the treatment of 
glaucoma, the prognosis and outlook for 
patients with this disorder has improved 
remarkably. The earlier in the course of 
the disease that treatment is instituted, the 
greater is the chance of controlling intraoc- 
ular pressure and subsequently halting the 
destructive process. 

Because of advances in treatment and the 
importance of starting this treatment before 
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the eye is damaged by glaucoma, it is con- 
sidered appropriate to reconsider some 
salient points in the diagnosis and treat- 
ment of congenital glaucoma and to illust- 
rate them with selected case histories. 

Congenital glaucoma is a rare disease 
occurring in 0.03 per cent to 0.079 per cent 
of an ophthalmologic clinic population’. In 
spite of its rarity, its inexorable course in 
the past has resulted in blindness in from 
2.4 to 13.5 per cent of children in institutes 
for the blind. 

Congenital glaucoma is an increase in the 
intraocular pressure, usually manifest be- 
fore the age of 3 years and not caused by 
an obvious congenital lesion. It may be 
unilateral or bilateral, and affects both 
Negro and white children almost equally. 
Scheie has reported that 31 per cent of 
cases were diagnosed at birth and 69 per 
cent after birth*. 


Symptoms and Signs 


The earliest symptoms of the disease are 
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Fig. 1. The left eye is buphthalmic from con- 
genital glaucoma; the corneal diameter was 14 
mm. The right eye was normal. 


photophobia, lacrimation, or blepharo- 
spasm. Children under 2 or 3 years of age 
in whom these symptoms persist should be 
investigated for the possibility of congenit- 
al glaucoma. The signs are a cloudy, hazy, 
or enlarged cornea (figure 1.). The parents 
may state that the “eyes are white,” or 
that the “child has a cataract,” or they may 
have noted that the child “had large blue 
eyes that began to get too large.” 

Unfortunately none of our patients with 
congenital glaucoma were seen until the 
gross signs of the disease were present. Of 
19 patients, all had mild to severe cloud- 
iness of the corena when first seen, and 16 
had obvious corneal enlargement. Photo- 
phobia was the most commonly associated 
symptom, being reported in 10 of the 19 
patients. The cloudy cornea has various 
degrees of opacity, the earliest stage being 
a bedewing or haze, which clears immedi- 
ately at operation, or spontaneously as the 
pressure falls in the affected eye. The hazy 
cornea becomes opaque when there are 
breaks in Descemet’s membrane. These 
breaks produce a serpentine lesion in the 
deep corneal tissue. In later stages the cor- 
nea appears grossly white, an indication of 
almost irreversible scarring. 

Diagnosis 

The diagnosis depends ultimately upon 
the measurement of the intraocular pres- 
sure. This must be done in stage 3, plane 
3 of ether anesthesia. Without anesthesia, 
or in light planes of anesthesia, there are 
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false high readings which can be mislead- 
ing. The intraocular pressure is measured 
with a Schiotz tonometer, and readings 
above 25 mm. of mercury are suggestive of 
the disease, while readings above 30 mm. 
are virtually diagnostic. 

The measurement of the corneal diameter 
is also of paramount importance. In early 
infancy the normal corneal diameter is con- 
sidered to be 11 mm. or less. Any diameter 
measuring above 12 mm. is strongly sug- 
gestive of congenital glaucoma. The corneal 
diameter is also an excellent indication of 
the efficacy of treatment and aids further 
in the diagnosis. An increase in the diamet- 
er in a doubtful case indicates the presence 
of congenital glaucoma and in a proven 
case indicates failure of control. 

The fundi often cannot be visualized be- 
cause of corneal edema, but when observed 
are usually normal. Because of the elastic- 
ity of the fibrous coat of the eye, increased 
intraocular pressure causes the eye to be- 
come buphthalmic before inflicting any 
visible damage on the optic nerve. 

It must be realized that the final diag- 
nosis is based on the sum total of the phy- 
sical findings, especially in borderline cases. 
Occasionally, a child with only a symptom 
of photophobia and a high normal intraoc- 
ular pressure must be observed over a 
period of time before the diagnosis can be 
confirmed. 

Treatment 

The treatment of congenital glaucoma is 
surgical. Haas has reported that in a series 
of 329 eyes with congenital glaucoma, none 
were controlled with mioticst. He also be- 
lieves that the postponement of surgical 
treatment of congenital glaucoma because 
of medical therapy only deprives the pat- 
ients of better results which might be an- 
ticipated from early surgery*. Before 
goniotomy became the procedure of choice, 
the percentage of control with external 
filtering operations was 40 to 50 per cent?. 
The use of goniotomy or goniopuncture has 
increased this percentage to from 77 to 85 
per cent in large series**. The technique of 
goniotomy or goniopuncture has been de- 
scribed in detail’. 
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Briefly, the procedure is performed un- 
der ether anesthesia; a stiletto type blade 
is introduced at the limbus, passed across 
the anterior chamber to the chamber angle 
opposite the incision, and the angle is swept 
for approximately 45 degrees of the circum- 
ference, apparently removing the blockage 
to the aqueous outflow channels of the eye. 
A goniopuncture is a puncture made with 
this stiletto blade that produces a small 
drainage channel between the anterior 
chamber and the subconjunctival space, 
thereby allowing escape of aqueous (figure 
2). 


Fig. 2. In performing a goniopuncture, the 
goniotomy knife is passed across the anterior 
chamber into a bleb of conjunctiva. The broken 
line indicates the previously performed gonio- 
tomy. (Reprinted with permission of the South- 
ern Medical Journal) 


Case Reports 
Case 1 

A 3 month old Negro female was admitted for 
treatment of “cataracts in both eyes.” Her eyes 
had been “white” since birth. The past history 
and family history were noncontributory. A 
general physical examination was normal except 
for enlarged, opaque corneas. Laboratory studies 
revealed a hypochromic anemia, with 7.9 Gm. of 
hemoglobin. A sickle-cell preparation was nega- 
tive, as were other laboratory studies. Because 
of the low hemoglobin, repeated transfusions of 
25 ce. of whole blood were given until the 
hemoglobin reached a level that would permit 
safe general anesthesia. 

During stage 3, plane 3 of ether anesthesia, 
the intraocular pressure was elevated to 37 mm. 
of mercury in the right eye and 47 mm. of 
mercury in the left eye. Corneal diameters 
measured 13 mm. in both eyes. Goniotomy and 
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Fig. 3. (Case 1). The right eye shows corneal 
scarring with moderate enlargement. The left 
eye had a similar appearance. 


goniopuncture were performed in the inferior 
nasal quadrant of both eyes. Two days later re- 
peat goniotomy and goniopunctures were _ per- 
formed in the superior nasal quadrants. After 
an uneventful postoperative course, the child 
was discharged on the fifth postoperative day. 

Re-examination six weeks later under general 
anesthesia revealed a normal tension of 20 mm. 
of mercury in the right eye, with no increase 
in the corneal diameter; however, the left eye 
had a tension of 38 mm. of mercury but no in- 
crease in the corneal diameter. Thus a goniotomy 
was performed in the superior temporal quad- 
rant of the left eye. 

Examination two months after her original 
admission showed a normal tension of 18 mm. of 
mercury in both eyes, and no increase in the 
corneal diameters (figure 3). 

Comment: Obviously this child suffered 
from parental neglect. Her original hypo- 
chromic anemia was probably nutritional 
in origin. The delay in seeking medical care 
was unfortunate and prejudiced the prog- 
nosis unfavorably. This case also illustrates 
the fact that, although identical procedures 
are performed on the same patient with no 
change in technique, the results are un- 
predictable at time of operation. As in this 
case, one eye has been controlled for three 
months, while the other eye has been under 
control only six weeks. Examination four 
to eight weeks after the original operation 
is necessary to determine the success of the 
procedure. 


Case 2 


A 5 month old white male was referred for 
treatment at McPherson Hospital with a diag- 
nosis of congenital glaucoma. One month prior 
to admission, the child had lacrimation and 
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Fig. 4 (Case 2). The right eye shows moderate 
corneal enlargement, but the cornea is clear after 
being under control for one year. The left eye 


has a similar appearance. 


marked photophobia and was treated with var- 
ious salves without benefit. The eye began to 
get noticeably larger and hazy approximately 
two weeks before admission. Past history and 
family history were noncontributory. Examina- 
tion revealed enlarged corneas that were slight- 
ly hazy. The remainder of the physical and 
laboratory examinations were normal. 

Under ether anesthesia, at plane 3, stage 3, 
the intraocular tension was elevated to 46.5 mm. 
of mercury in both eyes. The corneal diameter 
was 135 mm. Consequently, goniotomy and 
goniopunctures were performed bilaterally. 

In the following three months three more 
goniotomies were performed on the right eye, 
and two more on the left eye. The corneal 
diameters increased 0.5 mm. in that period of 
time. Since the third month, however, the in- 
traocular tension has been normal at every 
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examination up to the present—a period of one 
year. The corneal diameters have remained 
stationary also. The patient can pick up small 
coins, plays well with other children, and his 
over-all visual function appears to be relatively 
normal for his age. (figure 4) 
Comment: An early diagnosis in this case 
gave a better prognosis than the previous 
one. Multiple surgical procedures are fre- 
quently necessary before permanent control 
of the intraocular pressure can be reason- 
ably assured. This case also illustrates the 
insidious onset that may be present with 
this disease. 


Summary 


1. The symptoms, signs and treatment of 
congenital glaucoma are reviewed, and 
two case histories are presented. 

Early diagnosis, accompanied by newer 
methods of treatment, offers a better 
prognosis in this rare though potential- 
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ly disabling disease. 
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Surgical Treatment of Glaucoma 


LarrRY TURNER, M.D. 
DURHAM 


All ophthalmologists admit that the re- 
sults of operations for glaucoma are far 
from satisfactory even in the hands of the 
most skilled ophthalmic surgeon. Yet when 
medical therapy has failed, surgery may be 
the only alternative to blindness. Thus it 
is imperative that the most appropriate pro- 
cedure be selected for each type of glau- 
coma. 

The diagnosis of acute glaucoma is not 
difficult; however, cavernous atrophy of the 
optic nerve and chiasmal lesions have been 
mistakenly operated on for chronic glau- 
coma. For this reason, prior to surgery all 
patients should have a complete medical 
and meticulous ophthalmologic examina- 
tion. 

Naturally, glaucoma entails a certain a- 
mount of psychologic trauma. For this rea- 
son, it is most important to establish com- 
plete rapport with the patient undergoing 
surgical treatment. The expected visual re- 
sults should be frankly discussed, unless 
there are extenuating circumstances. The 
patient who has wide-angle glaucoma 
should be told that improvement of vis- 
ion is not likely, but that surgery is nec- 
essary to prevent further loss of vision. 
Consultation with another ophthalmologist 
should be advised if operation is refused. 
This not only divides the responsibility, but 
is more likely to impress the patient with 
the seriousness of his disease. 

Glaucoma in the aged and in patients 
whose life expectancy is being shortened 
by some serious illness should be treated 
medically, if possible, even though there is 
progressive loss of visual fields. 

It is not the purpose of this paper to de- 
scribe the techniques of the various opera- 
tions for glaucoma; however, some com- 
ment will be made concerning the merits of 
these procedures as well as some of the 
major complications that may occur. It is 
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impossible to classify arbitrarily all cases of 
glaucoma requiring surgery, but for con- 
venience of discussion they will be cate- 
gorized as follows: wide-angle glaucoma, 
angle-closure glaucoma, congenital glau- 
coma, and secondary glaucoma. 


Anesthesia 


The local anesthetic of choice is 2 per 
cent Xylocaine Hydrochloride with epine- 
phrine. Hyaluronidase is added when fur- 
ther lowering of the intraocular tension is 
desired. One-half per cent topical Ponto- 
caine Hydrochloride is first instilled into 
the eye. A modified Van Lint or O’Brien lid 
block is then done. This is followed by re- 
trobulbar injection. Swan! believes that 
retrobulbar injections are unnecessary for 
operations in chronic glaucoma and prefers 
topical anesthesia combined with anterior 
subcapsular injections. The agent is injected 
5 mm. back from the limbus and massaged 
forward. 

Adults are given intravenous Pentothal 
when general anesthesia is indicated. In- 
fants are given ether. If diathermy or 
cautery is used in either case, the anesthe- 
tic should be temporarily discontinued and 
a wet towel used to cover the ether mask 
to prevent possible explosion. More recent- 
ly, fluothane, a non-explosive inhalation 
anesthetic, has been used with excellent re- 
sults. 


Chronic Simple Wide-Angle Glaucoma 


There is general agreement that medical 
treatment is preferred for chronic simple 
wide-angle glaucoma. Surgery is indicated 
in this type of glaucoma only when medical 
management fails. Since the etiology is 
poorly understood; ophthalmologists differ 
as to the indications for surgery and the 
choice of operation to be performed. 

Surgery is indicated in chronic simple 
wide-angle glaucoma when there is persis- 
tent elevation of the intraocular pressure 
and progressive loss of visual field with 
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medical therapy. Scheie? states that a con- 
stant pressure of 40 mm. of mercury or 
higher is an indication for surgery, since an 
eye cannot carry this tension for long 
periods without undergoing deterioration. 
The ophthalmologist is more often con- 
fronted with patients having slight to mod- 
erate elevation of tension with varying de- 
grees of glaucomatous cupping and progres- 
sive loss of visual field. Surgery should be 
performed as soon as the indications are 
clearly established, if one hopes to preserve 
vision. The prognosis is best in those pa- 
tients who show minimal changes in the 
optic disc, with little or no field loss. 

The obstruction to aqueous outflow in 
wide-angle glaucoma is in Schlemm’s canal 
or its outlets. Iridectomy cannot be expect- 
ed to be effective. A new outlet for the 
aqueous may be created by means of iriden- 
cleisis, Lagrange sclerectomy, or Elliott 
trephine. If the intraocular tension is not 
sufficiently reduced by one of these opera- 
tions, cyclodialysis or cyclodiathermy may 
be done as a secondary procedure. 

Recently Scheie* has described a new 
filtering operation. This is accomplished by 
utilizing a cautery to produce shrinkage of 
the sclera when the incision is made into 
the anterior chamber. A permanent fistula 
results. This operation can be used in either 
wide-angle or angle-closure glaucoma, but 
is most applicable to neglected cases of the 
latter. Preliminary results of this procedure 
are encouraging. 

I personally prefer either iridencleisis or 
anterior sclerectomy with peripheral iridec- 
tomy to trephine. Technically, these proce- 
dures are easier to do, and there is less like- 
lihood that the lens will be injured or the 
fistula blocked by the lens or iris. Both 
iridencleisis and anterior sclerectomy usual- 
ly produce larger and thicker filtering blebs 
than does the trephine, and there is less 
chance of late infection of the bleb. 

The main advantage of anterior sclerec- 
tomy with peripheral iridectomy over 
iridencleisis is that there is less visual dis- 
tortion. This is extremely important to a 
wage earner. Iridencleisis may be followed 
by considerably more postoperative reaction 
than anterior sclerectomy; however, this is 
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usually controlled by the local and systemic 
use of steroids. 

There is considerable difference of opin- 
ion concerning one-pillar versus two-pillar 
inclusion in iridencleisis. Both iris pillars 
should be included if the intraocular pres- 
sure is markedly elevated. 


Other procedures 


Some ophthalmologists prefer cyclodialy- 
sis as a primary procedure in chronic wide- 
angle glaucoma. Others have not been im- 
pressed with it as a first operation in phakic 
glaucoma; however, it is a valuable secon- 
dary procedure after a filtering operation. 
More recently, some operators have modi- 
fied the original technique by making the 
scleral incision closer to the limbus. It is 
felt that this lessens the chance of hemor- 
rhage during and after the performance of 
the procedure. 

Cyclodiathermy has become more widely 
accepted as a secondary operation in wide- 
angle glaucoma. It may be used as a pri- 
mary operation in the Negro. The different 
techniques for performing cyclodiathermy 
have become more refined through exper- 
ience. In the past, this procedure was re- 
served only for eyes which were alreadv be- 
yond salvage by any other operation. When 
the operation was first performed, too much 
diathermy was used, often resulting in an 
early phthisis bulbi. The intraocular ten- 
sion may become markedly elevated im- 
mediately following some cyclodiathermy 
procedures, necessitating posterior sclero- 
tomy. I prefer the technique described by 
Stocker’. 

Enucleation is advised if chronic wide- 
angle glaucoma has progressed to absolute 
glaucoma, and if the eye is painful. Surgery 
is deferred if the eye is comfortable and the 
“fundus” can be visualized to rule out in- 
tracocular tumor. Cyclodiathermy may be 
done if enucleation is refused. Alcohol can 
be injected when surgery of any kind is re- 
fused. 

One occasionally meets the problem of 
surgical cataract in wide-angle glaucoma. 
The cataract may be extracted first if the 
glaucoma is controlled medically; other- 
wise, some sort of filtering procedure is in- 
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dicated as the initial operation. After the 
tension has been normalized the cataract 
may be removed. I prefer to do this through 
a corneal incision in front of the filtering 
bleb. 

Hughes® has described a technique of 
combining cataract extraction with anterior 
sclerectomy and iris inclusion. He states 
that this procedure may be used for any 
type of primary glaucoma with cataract. 
Wenaas and Stertzbach? have combined 
cataract extraction with iris inclusion only. 
The results reported with these combined 
procedures are impressive. 


Complications 


Hyphema is one of the more frequent 
complications of glaucoma surgery. It may 
occur at operation or be delayed. Nothing 
need be done if the hemorrhage is slight. 
Severe hemorrhage at operation may be 
partially controlled by allowing the blood 
to clot and then removing the cloth from the 
anterior chamber. Injection of air may help. 
In a delayed massive hyphema, Diamox 
should be used to prevent secondary rise in 
tension. Paracentesis or evacuation of the 
clot may be necessary. 

One of the commoner postoperative com- 
plications is flat anterior chamber. This 
condition may be associated with choroidal 
detachment. It can be reduced by injection 
of air and by meticulous closure of Tenon’s 
capsule and the conjunctiva at the time of 
operation. Air may be injected through a 
cyclodialysis opening if the flat anterior 
chamber has not reformed by the fourth or 
fifth postoperative day. Many ophthalmo- 
logists will do nothing as long as the eye 
is soft. One should suspect malignant glau- 
coma if the pressure in the eye suddenly 
rises. If this pressure cannot be corrected 
by air injection and the use of carbonic 
anhydrase inhibitors, the lens should be re- 
moved. It is generally agreed that Diamox 
alone does not re-establish the anterior 
chamber. 

Hypotony may follow glaucoma surgery. 
This is more often seen following the Elliott 
trephine. It is thought that hypotony has- 
tens the development of cataract. It may be 


NORTH CAROLINA MEDICAL JOURNAL 


June, 1961 


corrected by making a new conjunctival 
flap if it is due to a leaking filtering bleb or 
one that is filtering too rapidly. Frieden- 
wald* has suggested cauterizing the bleb 
with 5 per cent silver nitrate. A late posto- 
perative complication following filtering 
operations for glaucoma is cataract forma- 
tion. This seems most often following iri- 
dencleisis. 

One common cause of failure in filtering 
operations is loss of the bleb through the 
formation of scar tissue. It has been my 
experience that this complication is more 
frequently observed in the Negro race. 

An infrequent later complication is infec- 
tion of the filtering bleb. This requires ex- 
tensive antibiotic therapy. 


Angle-Closure Glaucoma 


The accepted treatment for angle-clourse 
glaucoma is surgical. A sound therapeutic 
basis has been worked out for the treat- 
ment of this condition, in contrast to wide- 
angle glaucoma in which the mechanism is 
not completely known. Increased intraoc- 
ular tension in angle-closure glaucoma is 
caused by obstruction of the chamber angle 
by the root of the iris. Iridectomy will 
establish the free passage of aqueous from 
the posterior chamber to the chamber 
angle, as the obstruction is within the eye. 

The patient with acute angle-closure 
glaucoma should be prepared medically for 
surgery. The duration of the glaucoma and 
response to medical therapy are important 
factors in determining which procedure 
should be performed. Gonioscopy and tono- 
graphy are usually unsatisfactory in the 
acute congestive phase, but will help deter- 
mine whether perform peripheral 
iridectomy or a filtering operation when 
medical therapy has produced a normal 
tension. Peripheral iridectomy should be 
selected if medical therapy results in 
prompt control of the glaucoma and the 
aqueous outflow is normalized. A filtering 
procedure, preferably iridencleisis, should 
be done when the response to medical the- 
rapy is slow or poor and the aqueous out- 
flow is diminished. A filtering operation is 
usually necessary when acute glaucoma has 
been present for 24 hours or more. 
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Repeated bouts of glaucoma often lead to 
the development of anterior peripheral 
synechiae, with some embarrassment to the 
chamber angle. The surgical management of 
chronic angle-closure glaucoma will depend 
entirely on the gonioscopic and tonographic 
findings. A peripheral iridectomy may be 
adequate in the early stages; however, in 
most instances, a filtering operation will be 
necessary. 

It is safer and technically easier to per- 
form a peripheral iridectomy with an ab 
externo incision. This incision may be made 
either at the 12, 10 or 2 o’clock position 
and the iridectomy performed at the cor- 
responding site. It is important that air be 
injected into the anterior chamber follow- 
ing the procedure or through a previously 
prepared incision in the inferior cornea as 
described by Chandler*. The incision should 
then be tightly closed with either a pre- 
placed or post-placed corneoscleral suture 
in order to reestablish the anterior chamber 
as soon as possible. Following the peripher- 
al iridectomy, the iris should be inspected 
carefully to be sure that its excision has 
been complete. 

The advantage of performing the periph- 
eral iridectomy nasally or temporally in- 
stead of at the 12 o’clock position is that a 
filtering procedure may be performed on 
the undisturbed opposite side later should 
the need arise. The disadvantage of doing 
surgery at the ten and two o’clock sites is 
that occasionally the upper lid will not com- 
pletely cover the peripheral iridectomy. 
This usually results in increased photo- 
phobia and some troublesome monocular 
diplopia. 

The preferred filtering operation in angle 
closure glaucoma is iridencleisis. The post- 
operative visual results from this operation 
cannot begin to compare with those of peri- 
pheral iridectomy. There is also the late 
complication of cataract formation. It would 
seem best, therefore, to try peripheral iri- 
dectomy first, in borderline cases where 
there is a possibility that this operation 
may work. 

Scheie’s* procedure is theoretically sup- 
posed to work well in chronic angle-closure 
glaucoma. 
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Tonography will help determine whether 
iridectomy or cataract extraction should be 
done as an initial procedure if angle closure 
glaucoma is accompanied by cataract. Ac- 
cording to Sugar®, the management of sur- 
gical cataract in acute primary glaucoma 
depends on whether the eye is in the con- 
gestive or non-congestive phase. The cat- 
aract should be extracted first if the ten- 
sion can be controlled medically. The glau- 
coma operation should be carried out first 
when the tension remains elevated and the 
eye congested. 

Much has been written concerning the 
fellow eye in angle-closure glaucoma. Stud- 
ies by Winter’® have shown that there is 
a strong possibility that the second eye will 
become involved within five years after the 
condition develops in the first eye. 

Opinions differ as to the management of 
the second eye. Chandler™ believes that a 
prophylactic peripheral iridectomy should 
be performed, even though there are no 
symptoms of glaucoma and the mydriasis 
test is negative. Scheie!’ believes that the 
second eye should be treated conservative- 
ly if this test is negative. The results of 
glaucoma studies, the age and cooperation 
of the patient, and other factors are im- 
portant in making this decision. 


Congenital Glaucoma 


The treatment of congenital glaucoma is 
early operation before irreparable damage 
to the eye results. In this type of glaucoma, 
there is either an obstruction to the trabe- 
culae by embryonic tissue or some obstruc- 
tion to aqueous outflow in the trabecular 
area. This is due to some congenital malde- 
velopment. 

Barkan" revolutionized the treatment of 
congenital glaucoma by reviving and im- 
proving the technique of goniotomy origin- 
ally described by De Vincentiis. More re- 
cently Scheie!t developed the operation of 
goniopuncture. These two procedures either 
alone or combined are the operations of 
choice in congenital glaucoma. According to 
Scheie™, the best results are obtained when 
goniopuncture is done on completion of the 
goniotomy incision. If these procedures are 
not successful initially, they may be re- 
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peated: however, the chances of success 
rapidly diminish with each operation. 

Cyclodiathermy may be tried when gon- 
iotomy and goniopuncture have not suc- 
ceeded in normalizing the intraocular pres- 
sure. Filtering procedures are notoriously 
unsuccessful in congenital glaucoma. 

If photophobia and tearing persist after 
operation and the tension is 30 mm. of mer- 
cury or more under general anesthesia, the 
glaucoma is not under control and further 
surgery is required. According to Maume- 
nee'®, if goniotomy is successful for one 
year, it usually continues to be successful. 

The most frequent complication of sur- 
gery for congenital glaucoma is hyphema 
at the time of operation. Fortunately, it is 
rarely severe. Other possible complications 
are iridodialysis and traumatic cataract. 


Secondary Glaucoma 


Secondary glaucoma is due to an obvious 
mechanical obstruction of the chamber an- 
gle or trabeculum. This may result from in- 
jury, operation, infection, degeneration or 
tumor. It is impossible to give any specific 
rules for the surgical treatment of second- 
ary glaucoma. Chandler’ has offered a good 
general rule: “The surgical treatment of 
secondary glaucoma is to use conservatism 
consistent with maintaining the vision of 
the eye. Never employ a big operation if 
a minor one will tide things over.” The 
surgical treatment of the more important 
causes of secondary glaucoma will be dis- 
cussed. 

The use of steroids and carbonic anhy- 
drase inhibitors has made the treatment of 
iridocyclitis or anterior uveitis less difficult; 
however, some patients have a persistent 
elevation of intraocular tension which re- 
quires surgery. A single paracentesis may 
be all that is necessary, especially in an 
acute process. The two most effective pro- 
cedures are iridectomy and cyclodialysis. 
If iris bombe is present, a transfixion oper- 
ation may be done. 

Severe hyphema with secondary glau- 
coma can be a very difficult problem to 
treat. Repeated paracentesis may be neces- 
sary when the increased intraocular ten- 
sion cannot be controlled medically with 
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carbonic anhydrase inhibitors. This is pre- 
ferred to keratome incision with irrigation 
of the anterior chamber. 

Secondary glaucoma may be associated 
with cataract when the lens suddenly be- 
comes intumescent. Glaucoma may also oc- 
cur when the lens capsule ruptures or leaks 
spontaneously. The treatment for this con- 
dition is medical control of the tension fol- 
lowed by cataract extraction. 

Glaucoma following cataract extraction 
deserves special mention. This complica- 
tion can be prevented to a degree by care- 
ful attention to closure of the wound and 
correction of flat anterior chamber when it 
occurs. Cyclodialysis is the operation of 
choice if the glaucoma cannot be controlled 
medically. This procedure may be repeated. 
Some ophthalmologists prefer cyclodiather- 
my for glaucoma following cataract extrac- 
tion. Glaucoma may occur following discis- 
sions of lens material after an extracapsular 
cataract extraction. Cyclodialysis is the 
usual treatment if the tension cannot be 
controlled medically. A subluxated or com- 
pletely dislocated lens may give rise to sec- 
ondary glaucoma. The lens should be re- 
moved as promptly as possible. In posterior 
dislocations this complication can be haz- 
ardous. Removal of the lens does not always 
normalize the tension, and some type of 
glaucoma procedure may be necessary. Cy- 
clodialysis or cyclodiathermy may work in 
such cases. 

Increased intraocular tension due to in- 
traocular tumor is treated by enucleation, 
including an adequate length of the optic 
nerve. An intraocular tumor should be su- 
spected when the fundus cannot be visua- 
lized in a glaucomatous eye. 

Glaucoma capsulare or glaucoma due to 
exfoliation of the lens capsule is seen oc- 
casionally. Surgery becomes necessary 
when medical treatment fails. A cataract, 
if present, shou!d be removed if the tension 
can be controlled; otherwise cyclodialysis 
or some filtering operation should be per- 
formed first. 

Rarely, glaucoma follows cataract extrac- 
tion or penetrating corneal wound because 
of epithelial downgrowth. This has been 
treated successfully by removal with iridec- 
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tomy. Maumenee"™ has combined iridectomy 
with curettage of the involved cornea. 

In hemorrhagic glaucoma following 
thrombosis of central retinal vein, a cyclo- 
diathermy procedure may be tried first, but 
is often followed by an enucleation. 

There are other less frequent types of 
secondary glaucoma, some of which are 
poorly understood and the results of sur- 
gery unpredictable. Frequently more than 
one type of operation will be necessary be- 
fore the intraocular tension is controlled. 


Summary 


The surgical treatment of the various 
types of glaucoma has been surveyed. The 
major complications resulting from surgery 
have been discussed. 
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Leukemoid Reaction in Escherichia Coli Pyelonephritis 


Report oF Two Cases AND REVIEW OF THE 


LITERATURE 
MARVIN LEWIS 
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DuRHAM 


The term leukemoid was first introduced 
in 1926, by Krumbhaar', who reported 10 
patients whose hemograms resembled leu- 
kemia. Hill and Duncan? later set down 
currently accepted criteria for the diagnosis 
of a leukemoid reaction. These consisted of 
(1) a total white blood cell count exceeding 
50,000 per cubic millimeter, (2) 2 per cent 
blast forms, or (3) a combination of the two. 
Hilts and Shaw* described the leukemoid re- 
action as a “non-malignant leukocytosis of 
such character as to present problems in dif- 
ferential diagnosis from true leukemia.” 

Although the actual number of authen- 


*From the Department of Medicine, Duke University 
Medical Center, Durham, North Carolina. 


ticated case reports in the literature are ex- 
ceedingly few, several reviews of the litera- 
ture have appeared**+. Since the differential 
diagnosis depends largely on its association 
with a disease known to produce a leu- 
kemoid response, and since such a response 
has not been reported in Escherichia coli 
pyelonephritis, the following case reports 
are thought to be of interest. 


Case Reports 


Case 1 

A 63 year old male religious worker was in 
excellent health until three days prior to admis- 
sion to Duke Hospital, at which time he began 
to have fever, malaise, vomiting, and anorexia. 
On the evening prior to admission, relatives 
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found him wandering around in the cold weath- 
er, lost, and slightly confused. He was admitted 
the following day for evaluation. The past history 
was unremarkable as was the systemic review 
except for symptoms of prostatism of about one 
year’s duration characterized by dribbling, fre- 
quency of urination, nocturia twice per night, 
and some hesitancy on starting the urinary 
stream in the early morning. 

On examination he appeared confused and 
acutely ill, with a temperature of 102° F. The 
blood pressure was 110/80 mm. of mercury in 
both arms and the pulse rate was 120 and 
regular. The only other abnormal physical find- 
ing was a diffusely enlarged prostate with second 
degree induration. There was no tenderness of 
the costovertebral angle. 

On admission a chest roentgenogram was 
negative. The initial hemogram revealed a hemo- 
globi of 12.8 Gm. per 100 cc., a white blood cell 
count of 135,000 per cubic millimeter, with a 
differential count of 2 stabs, 89 polymorpho- 
nuclears, 2 small lymphocytes, 1 large lympho- 
cyte, and 6 monocytes. Two admission blood cul- 
tures were negative, but a urine culture grew 
numerous colonies of Escherichia coli. There was 
2 plus proteinuria, but the urine was negative 
for Bence-Jones protein. The sediment contained 
10 to 15 white blood cells, white blood cell casts, 
and occasional clumps of white cells per high 
power field. The patient was treated with Strep- 
tomycin for one week and chloromycetin for two 
weeks. A septic fever with daily spikes to 39 C. 
gradually subsided on the fourth hospital day. 
The white blood cell count only 24 hours after 
the beginning of therapy was 61,000 per cubic 
millimeter, with essentially the same differential 
as before. This value gradually decreased until 
the time of discharge when it was only 22,750. 
The bone marrow revealed an M/E ratio of 5.1 
and was considered normal. Peripheral blood 
smears were always normal except for the pre- 
sence of occasional myelocytes in concentrations 
as high as 4 per cent on several occasions. 

Intravenous pyelograms and cystoscopic ex- 
amination were normal except for obvious pro- 
static hypertrophy. transurethral resection 
was performed without difficulty after the in- 
fection subsided, and the specimen was diag- 
nostic of benign prostatic hypertrophy. Urine 
culture at time of discharge was sterile and the 
total urinary excretion of phenolsulfonphthalein 
in two hours was 60 per cent. The blood urea 
nitrogen was 19 mg. per 100 cc. Total proteins 
in the serum were 5.8 Gm. per 100 cc., with an 
albumin content of 3.0 Gm. per 100 cc. 

The patient was readmitted a week following 
discharge because of abdominal pain, nausea, and 
vomiting thought to represent gastroenteritis 
secondary to prolonged antibiotic administra- 
tion. He recovered in a period of two to three 
days after institution of large amounts of butter- 
milk, 
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He was then seen in follow-up six months 
later, at which time the hemoglobin was 14.1 
Gm. per 100 cc. and the white blood cell count 
14,200, with a normal differential. The urine 
revealed an alkaline pH, a specific gravity of 
1.020, and no protein or sugar. The sediment was 
essentially normal. He was again in good health 
when seen one year foliowing discharge. The 
white blood cell count at this time was 14,900, 
with a normal differential. The urine was again 
normal. 


Comment 


This patient presents a rather classic 
picture of acute pyelonephritis secondary 
to prostatic obstruction. To our knowledge 
this degree of leukocytosis has not been re- 
ported before in association with EF. coli 
pyelonephritis. Although the hematologists 
initially suspected chronic granulocytic 
leukemia, the patient’s followup course has 
been benign and it has become apparent that 
he most likely had a leukemoid reaction. 


Case 2 


A 37 year old Negro woman was admitted for 
vaginal hysterectomy and anteroposterior colpor- 
rhaphy because of urinary stress incontinence. 
Systemic review, past history, and family and 
social history were noncontributory. 

Physical findings on admission included a 
blood pressure of 150/90 mm. of mercury and 
otherwise normal vital signs. There was a mark- 
ed cystourethrocele and rectocele, but no other 
abnormal findings. 

An admission white blood cell count was 13,000 
per cubic millimeter. Urinalysis revealed a speci- 
fic gravity of 1.028, and was negative for protein 
and sugar. Microscopic examination was also 
negative. The blood urea nitrogen on admission 
was 14 mg. per 100 cc. 

A vaginal hysterectomy was performed two 
days later and an indwelling catheter inserted in 
the bladder. Approximately four days _ post- 
operatively the patient spiked a fever of 39 C. 
and the white blood cell count rose to 34,280, 
with 80 per cent polymorphonuclears, 5 per cent 
stabs, 8 per cent small lymphocytes, 3 per cent 
large lymphocytes, and 4 per cent monocytes. 
Urinalysis revealed 1 plus proteinuria, pyuria, 
and a urine culture grew out numerous colonies 
of E. coli. Treatment was started with Gantrisin. 

A week following the onset of the infection, the 
patient was still febrile at 38.5° C. and the white 
blood cell count was 24,750, with 57 per cent poly- 
morphonuclears, 2 per cent metamyelocytes, 1 
per cent myelocytes, 33 per cent small and large 
lymphocytes, 2 per cent eosinophils, 3 per cent 
monocytes, and 2 per cent nonsegmented poly- 
morphonuclears. The bone marrow was normal, 
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with an M/E ratio of 1:15. The patient was 
thought to have a leukemoid reaction secondary 
to E. coli infection. The blood count subsequently 
rose as high as 53,400 per cubic millimeter, with 
2 per cent myelocytes being seen on peripheral 
smear. She was then treated with a course of 
chloromycetin and made a gradual but uneven- 
ful recovery. At the time of discharge the white 
blood cell count had dropped to 16,480 per cubic 
millimeter. The patient was seen two months 
later, at which time a urine culture was negative 
and she was completely asymptomatic. 

This is another example of a brisk leu- 
kemoid reaction secondary to E. coli pyelo- 
nephritis. 

Discussion 


Leukemoid reactions have been reported 
to occur in association with various diseases 
including malignancy’, pyogenic  infec- 
tion 4°, allergic reaction’, granulomatous 
infections, especially tuberculosis**, and 
collagen diseases’. 

Although leukemoid reactions have been 
reported in Z. coli empyema”, and although 
pyelonephritis is alluded to by Valentine”, 
no documented cases are included in his 
report. Perinephric abscesses and pyelone- 
phritis were also mentioned by Heck and 
Hall*@, but no bacteriologic data were given. 
To our knowledge, no documented cases of 
a leukemoid response in association with EF. 
coli pyelonephritis have been reported. This 
is such a ubiquitous disease that the lack of 
association is quite surprising and presum- 
ably due to faulty reporting, for it is quite 
apparent that many actual leukemoid re- 
actions are never coded as such, and are 
therefore missed (Hilts and Shaw*). 

Hill and Duncan? have listed several pos- 
sible mechanisms for leukemoid reactions: 
(a) bone marrow stimulation, (b) bone 
marrow liberation, and (c) ectopic forma- 
tion of hematopoietic elements. Hilts and 
Shaw* commented on the importance of the 
lungs as a possible clearing factor for the 
blood stream, and postulated that in severe 
lung disease such as tuberculosis, white 
blood cells might not be cleared rapidly 
enough by the lungs and therefore a great- 
er number would appear in the blood 
stream. This obviously does not apply in 
the majority of case reports. The literature 
is devoid of any real experimental work on 
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the production of this syndrome with one 
or two exceptions'*, and mechanisms are 
still obscure. The extreme variety of re- 
ported cases forces one to conclude that al- 
most any agent can precipitate this type of 
response in the appropriate patient. Atten- 
tion is therefore focused away from pre- 
cipitating causes and on the individual re- 
sponses to various stimuli. This point is 
probably best exemplified in the literature 
by Ward’s™ study of a family which includ- 
ed 3 cases of leukemia and one with a leu- 
kemoid reaction. The patient with the leu- 
kemoid reaction has been followed for 18 
years now, while the brother, aunt, and 
distant relative all died with documented 
leukemia. One cannot escape the impression 
that certain people react to stimuli with 
leukocytosis and that the clue probably 
resides in the individual response rather 
than in the precipitating agent. 


Differential diagnosis 


The differential diagnosis of a leukemoid 
reaction, and particularly its differentitation 
from leukemia, is always difficult and de- 
pends on several factors: (1) the presence 
of a known associated illness such as tuber- 
culosis or malignancy; (2) adequate follow- 
up; (3) the results of various biochemical 
tests. Blood histamine values have been re- 
ported as being high in chronic myelogen- 
ous leukemia and normal in leukemoid 
reactions!!. Alkaline phosphatase levels in 
white blood cells are reported to be increas- 
ed in leukemoid reactions and decreased in 
leukemia’. Other differential points which 
have been mentioned in the literature in- 
clude the degree of immaturity of cells, the 
extent of the leukocytosis, and the presence 
or absence of splenomegaly* *. It is to be 
noted that by far the most reliable of the 
above criteria is that of adequate follow-up, 
for often in the acute stages it is impossible 
to make a definite diagnosis. This fact is 
well exemplified in the following case his- 
tory from our files. 


A 74 year old man was admitted to Duke 
Hospital with massive gastrointestinal hemor- 
rhage thought to be secondary to esophageal 
hiatus hernia. The white blood cell count at this 
time was 36,375 per cubic millimeter, with 2 per 
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cent metamyelocytes and 1 per cent myelocytes 
in the peripheral smear. A bone marrow was 
normal on examination. He was thought at the 
time to have a leukemoid reaction to severe 
hemorrhage, and was followed subsequently. 


The leukocytosis remained persistent even when 
the hemoglobin was normal. A definite diagnosis 
of chronic myelogenous leukemia was not made 
until 15 months after the patient was first seen, 
at which time the white blood cell count was 
74,750 per cubic millimeter with blast forms 
predominating in the peripheral blood smear, It 
is true, however, that this patient’s white blood 
cell count never returned to normal as it usually 
does in patients with true leukemoid reactions. 


Summary 

Two cases in which leukemoid responses 
were secondary to FE. coli pyelonephritis 
are reported. The importance of the host 
response rather than the precipiating cause 
is emphasized and the value of long term 
follow-up stressed. Difficulties in differen- 
tiating leukemi and leukemoid reactions 
are restated, with discussion of a case 
thought initially to be a leukemoid reaction 
which subsequently developed into acute 
leukemia. 
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Among women the extent of the increased mortality associated with 
increased blood pressure is much less than in males. The actual mortality 
rate for women who have the same levels of blood pressure which in men 
are associated with mortality rates twice the expected, frequently are no 
higher than the normal expected rates.—Hutchinson, J. J.: Clinical 
Implications of an Extensive Actuarial Study of Build and Blood Pres- 
sure, Ann. Int. Med. 54: 90 (Jan.) 1961. 
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A Problem of Insulin Dosage 


CHRISTOPHER C. FORDHAM, III, M. D. 


A major and often perplexing problem 
presented by the diabetic patient is that of 
optimal insulin dosage. Despite broad dif- 
ferences in viewpoint concerning the per- 
missive versus the restrictive control of 
diabetes, it is generally agreed that adequate 
management should permit the avoidance of 
the symptoms of both hyperglycemia and 
hypoglycemia. 

The symptom-complex resulting from 
sustained hyperglycemia includes thirst, 
polyuria, and weight loss. That symptoms of 
a more subtle variety, in the absence of the 
aforementioned ones, can be recognized by 
the diabetic patient and related in some 
manner to hyperglycemia is doubted by 
many. The symptomatic consequences of 
hypoglycemia, which have been well de- 
scribed by Goodman’, are rather character- 
istically episodic. While the typical weak- 
ness, Sweatiness, and hunger may be absent, 
especially with the long-acting insulin pre- 
parations, headache, mild jitteriness, and a 
host of other subjective complaints may be 
associated with hypoglyecmia. Neurologic 
symptoms, behavioral disturbances, epilepti- 
form seizures, and coma may occur. Struc- 
tural and functional damage to the central 
nervous system has been demonstrated fol- 
lowing prolonged or repeated bouts. 

Less widely recognized but of major im- 
portance is a further consequence of insulin 
hypoglycemia in the diabetic patient, that 
of “rebound hyperglycemia,” often with 
mild keto-acidosis, which may occur within 
a few hours following hypoglycemia. The 
concept of impaired carbohydrate tolerance 
resulting from insulin hypoglycemia was 
documented and popularized by Somogyi?; 
its pathogenesis is not clearly defined, but 
in all likelihood relates to an “overshoot” 
of the homeostatic mechanisms which are 
mobilized when the blood sugar reaches 
abnormally low levels. This “overshoot” is 
pronounced in the diabetic, since the mobil- 
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ized carbohydrate is but slowly utilized in 
the absence of available endogenous insulin. 
Some of the mechanisms which induce this 
condition may be: (1) the elaboration of 
epinephrine, which decreases the utilization 
of glucose and increases glycogenolysis; (2) 
an increased secretion of hydrocortisone 
from the adrenal cortex, which enhances 
gluconeogenesis and, together with somato- 
trophin, contributes to the formation of an 
insulin-binding lipoprotein and an albumin- 
bound anti-insulin factor; (3) increased re- 
lease of glucose from the liver due in part 
to glucagon effect and in part to the direct 
action of hypoglycemia on hepatic cells; and 
(4) the appearance of an alpha globulin- 
bound anti-insulin factor when keto-acidosis 
has occurred. It is to be noted in particular 
that a number of factors which induce in- 
sulin resistance have now been identified 
(excluding those of a known immunologic 
character); the evanescent fashion in which 
one or more of them appear and disappear 
indeed complicates the precise understand- 
ing of a given clinical situation. The re- 
cognition, however, that insulin resistance 
of variable severity and duration often 
succeeds a bout of hypoglycemia, is highly 
useful in approaching such an understand- 
ing. 

Ironically, the hyperglycemia which suc- 
ceeds the hypoglycemic bout is often con- 
strued by patient and physician alike as in- 
dicating the need for more, rather than less, 
insulin. This circumstance may well pro- 
duce a widely fluctuating clinical and 
chemical state often described as “brittle 
diabetes.” It therefore behooves the phys- 
ician correctly to interpret poor control, as 
evidenced by marked glycosuria and mild 
ketonuria, as either too little or too much 
insulin. This discrimination may be exceed- 
ingly difficult on occasion, the problem 
often arising in the non-obese diabetic reg- 
ulated on repository insulin in excess of 
40 units per day. 

Though no simple and easy device for 
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achieving the desired discrimination can 
here be offered, certain observations may 
be helpful. 

1. A symptomatic history of episodes sug- 
gestive of hypoglycemic bouts followed 
within hours by a tide of glycosuria is high- 
ly suggestive of hyperinsulinism. Reference 
has been made to the variable character of 
such symptoms, and it is worth while to 
seek a history of any sort of episodic, recur- 
rent symptoms. It is possible and perhaps 
likely that hypoglycemia may occur during 
sleep in some patients and be thereby symp- 
tomatically masked. Once a pattern of episo- 
dic symptoms is discerned, an effort should 
be made to correlate temporally the 
chemical findings. This is often a most dif- 
ficult exercise. Recent and sustained weight 
gain may on occasion represent a clue that 
excessive insulin is being administered. 

2. From the pattern of glycosuria, one 
may often obtain evidence suggestive of this 
phenomenon. A key finding which should 
alert the physician that bouts of hypogly- 
cemia may be contributing to poor diabetic 
control is that of widely fluctuating urinary 
sugar values. The testing and recording of 
pre-meal and bedtime specimens (discard- 
ing the overnight collection) facilitates this 
observation. Particularly suggestive is a late 
afternoon or mid-evening negative speci- 
men followed by a pre-breakfast value of 4 
plus. With NPH insulin, the urine may be- 
come free of sugar in the late afternoon or 
mid-evening; with Protamine Zinc Insulin, 
the negative specimen is likely to be found 
at bedtime or during the night. The abrupt 
change from negative to strongly positive 
suggests, but does not prove, the existence 
of a rebound mechanism. Although a daily 
fluctuation is the usual finding under these 
circumstances and is ordinarily not dif- 
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ficult to recognize, it should be noted that 
the duration of insulin resistance is highly 
variable and may on occasion persist for 
days instead of hours. The _ prolonged 
variety is more difficult to discern as having 
related to the previous administration of 
insulin; furthermore, efforts to reduce’ the 
insulin dosage during this period are likely 
to be unrewarding. The only way to deal 
effectively with this difficult set of circum- 
stances is to perceive its nature; gentle and 
gradual reduction of insulin may then be 
tried as sensitivity to insulin returns. The 
pattern of glycosuria is useful only when it 
reflects with some faithfulness the blood 
sugar. This is often not the case where 
significant renal disease exists. 

3. The documentation of an episode of 
hypoglycemia by obtaining a blood sugar 
at the expected or the observed symptomatic 
time is most helpful. It may on occasion be 
judicious to hospitalize the patient and ob- 
tain blood sugar observations at two-hourly 
intervals throughout the day. 

Although here concerned primarily with 
the recognition of inappropriate insulin 
therapy, one cannot omit a reference to the 
need for correct timing of the caloric intake 
with relation to insulin administration. 
Patients on NPH insulin should receive a 
mid-afternoon and bedtime feeding; patients 
on PZI should take a bedtime feeding. The 
prevention of hypoglycemia by appropriate 
dietary measures may permit the avoidance 
of the syndrome herein discussed. 
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Have you noticed that young children and their grandparents form 
a mutual adoration society? That, although they may seldom meet, they 
talk a great deal about each other? And that, when they do meet, an 
almost secret undestanding between them? One is in Grandma’s arms, the 
other in Grandpa’s, and almost no time they are out of sight, chattering as 
they go like old members rejoining. (Reprinted from Parents, England, 
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Exhibitionism 
RosBertT E. SMITH, M.D. 
JOHN M. RuHoaps, M.D. 


and 


CHARLES LLEWELLYN, Jr., M.D. 
DURHAM 


The purpose of this paper is to present 
our experience with exhibitionism in the 
Outpatient Clinic of the Department of Psy- 
chiatry at Duke University. 

Exhibitionism is defined by Rickles as, 
“a pathologic condition characterized by a 
compulsion to expose the male genitalia 
periodically for the relief of inner tension, 
an act seemingly incongruous with the rest 
of the individual’s personality.” The condi- 
tion was first described in medical literature 
by the French neurologist, Charles Lasegue, 
who named it exhibitionism. LaSegue later 
established what he called the scientific 
characteristics of the phenomenon. Prior to 
this writing exhibitionism was considered 
to be the concern, not of medicine and psy- 
chiatry, but of law enforcement agencies. 

Exhibitionism is the most common of all 
sex offenses, accounting for 35 per cent of 
all arrests for sex offenses in one series 
compiled by the Psychiatric Institute of the 
Municipal Court of Chicago in 1942. Exhibi- 
tionists rarely have criminal records. There 
is no evidence of progression to more ser- 
ious sex crimes. 

Exhibitionism is a disease of males. In 
all the literature only one female offender 
has ever been reported, and she was dis- 
covered to be severely mentally defective. 

In spite of its prevalence, the literature 
on exhibitionism is singularly sparce, and 
the general attitude appears to be one of 
neglect. 

Presentation of Cases 

Of the 6 patients presented here, 5 were 
seen originally for psychiatric evaluation 
at the Psychiatric Outpatient Clinic at Duke 
University Hospital from July 1, 1959, to 
January 1, 1960. All five came voluntarily; 
all were male; all had determined to seek 
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treatment as a result of encounters with the 
law. Ages ranged from 22 to 26. The sixth 
patient was seen originally as an inpatient 
at the John Umstead Hospital and followed 
in outpatient therapy at the Duke Clinic. 


Case 1 
The patient was a 25 years old white married 
male. Several weeks prior to admission he had 
been apprehended by the police for indecent 
exposure, and had been placed on probation by 
a local magistrate with the recommendation that 
he seek psychiatric treatment. He came at the 
suggestion of the judge, but felt that his appre- 
hension by the police had “broken the urge.” 

His exhibitionistic behavior had begun in 1953, 
in Germany, when he noted people urinating in 
the streets. He himself adopted the practice but 
then had the urge to expose his penis to women, 
especially char women. After the act he would 
retire to some private place and masturbate. In 
Germany he exposed himself about once a month. 
During this period he was having sexual rela- 
tions two or three times a week. This continued 
during the entire 18 months he was in Germany. 
On his return home he tried to stop, but found 
he could not. He found the urge quite irresisti- 
ble, and began driving to secluded spots and ex- 
posing himself to white women between the ages 
of 20 and 40. After doing so, he would mastur- 
bate and for a time feel more relaxed. 

The patient is the second of three siblings. His 
mother died in 1956 of a long-standing infection 
of the bone, presumably the result of dental ex- 
tractions. She had had some 20 operations for 
this condition, and was in almost constant pain, 
requiring medication daily. In spite of this fact, 
she continued working in a tobacco factory un- 
til her death. His father, especially in his early 
years, drank heavily, losing two houses and a 
cash inheritance as a result. 

The patient’s early life was difficult. There 
was enough to eat, but the food was usually can- 
ned and poorly prepared because of the mother’s 
poor health. The patient considered himself to 
have been his mother’s favorite, since he helped 
her with the dishes and went with her to the 
doctor. 

The patient was shy and had few dates before 
entering the service. He was frightened of peo- 
ple, especially girls, and when first seen tended 
to keep to himself. In high school he felt that 
he did not have the advantages of the other 
students. He was concerned about his clothes, 


261 

: 

i 


262 NORTH CAROLINA MEDICAL JOURNAL 


and on occasion would go home during the day 
and change. He never felt equal to other people. 
He could not relax and constantly felt compelled 
to do something. His chief interest was athletics, 
at which he attained considerable proficiency. 

His wife was 3 years his junior. They have a 
daughter 2 years of age. The wife knows nothing 
of her husband’s sexual problem. 


Case 2 


The patient was a 24 year old white man who 
was separated from his wife. His father, who 
knew of his problem, had strongly urged him to 
come to the clinic. Sometime later he was ap- 
prehended for indecent exposure. He was placed 
on probation by a local magistrate and. urged to 
seek psychiatric treatment. 

The patient’s exhibitionist behavior began 
about five years before admission, in cooperation 
with an aunt who was three years his senior. 
They would expose themselves to each other 
across the sitting room while carrying on an 
unrelated conversation. The flow of talk was 
uninterrupted. The patient had the impression 
that his aunt was seeking intercourse, but he 
had no wish to comply. After such an episode 
he would leave the room and masturbate. 

A little later he began exhibiting himself at the 
window of his home, and on occasion would drive 
out to a secluded spot and expose himself to a 
woman from his car. 

The patient was married in 1957, but after a 
few months he became aware that -he and his 
wife were ill-matched. They lived with her par- 
ents who, along with her brothers, treated him 
with the utmost disdain. The patient, who had 
stopped for a time after marriage, began exhibit- 
ing himself again, on one occasion to his sister- 
in-law. At this point the family became aware 
of his problem and his own father forcefully 
urged him to accept treatment. Following this 
conversation the patient exposed himself to a 
Negro woman in a local park, and was arrested. 

The patient is the eldest of three boys. He was 
somewhat of a braggart as a child, feeling it nec- 
essary to emphasize his superiority over his 
brothers in strength and athletic ability. He de- 
scribed his mother as the type of woman he 
would like to have married. All three boys cus- 
tomarily brought their dates home to be chaper- 
oned by their mother. The father has had three 
nervous breakdowns following a ruptured disc. 
In addition, he has been addicted to narcotics. 

The patient has a spotty work history. He has 
worked as a window decorator, is interested in 
art, and has worked as a fireman. At the time 
of the initial psychiatric evaluation he had re- 
turned to work as a cobbler in his father’s shop. 


Case 3 


A 25 year old, white married man was refer- 
red to the Psychiatric Outpatient Clinic from 
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the Durham VA Hospital, where he had been 
hospitalized following arrest for indecent ex- 
posure and a recommendation to seek psy- 
chiatric treatment. 

His illness began in the summer of 1959, when 
he began driving around looking at clothes 
lines, especially those hung with women’s 
clothes. During the same period he learned that 
his wife was pregnant. This news surprised and 
distressed him since he had been told at age 18, 
after an episode of mumps orchitis, that he would 
never be able to father children. The patient 
exhibited himself on only one occasion, in Octo- 
ber, 1959, to two girls, asking, “Have you ever 
seen anything like that?” Following this episode 
he was apprehended. 

The patient’s father is in his seventies and in 
good health. His mother, who is in her fifties, 
has high blood pressure and has had several 
heart attacks. His father has been married three 
times, being twice a widower. His mother, the 
third wife, bore two children, the patient and 
an older brother, aged 27. 

The patient did not walk until the age of 3. 
He was somewhat shy, and did not graduate 
from high school until the age of 19. One year 
before enlisting in the air force he was treated 
by his family doctor for “nerves,” and one month 
after enlistment he was hospitalized for 10 days, 
again for nerves. His marriage is apparently 
reasonably happy. His wife knows nothing of 
his sexual problem. 


Case 4 


A 26 year old white married male was refer- 
red for psychiatric evaluation by his attorney 
following arrest for indecent exposure. 

His exhibitionistic behavior, consisting of three 
or four episodes, began in February, 1959. The 
pattern was at all times similar. He would note 
a young girl, usually an adolescent, walking 
along the road, and would ask her to ride with 
him. Most often she would refuse. At this point 
he would show her his penis and ask if she 
would like to play with it. When she quickly 
turned or walked off, he would hurriedly drive 
away. His first reaction was a feeling of strength 
and power. This would be followed by over- 
whelming guilt, with the belief that somehow 
he had damaged the girl for life, and that as a 
result of her experience she would never be able 
to be happily married. On no occasion did any 
girl accept his offers, and he remarked, “I don’t 
know what I would do if they did.” His main 
goal was to see the shocked expression on their 
faces when they saw his penis. He did not mas- 
turbate at any time during the act. 

The patient steadfastly denied the episode for 
which he was arrested, although he admitted 
being at the places he was reported to have 
visited. 

The patient had had a penile lesion, diagnosed 
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as Peyronie’s disease, in 1955. At this time a 
fibrous mass was removed from the penis. The 
condition recurred, but he did not return to his 
physician out of fear of mutilating surgery. The 
lesion has made sexual relations with his wife 
difficult and painful. 

The patient is one of seven siblings, six boys 
and one girl. A younger brother was arrested for 
stealing, skipped bond, and has not been heard 
from since. Another brother, described as a 
“drifter,” has been married twice and has a prob- 
lem with alcohol. 

The patient describes his mother in glowing 
terms. He always wanted to do things for her 
and still frequently buys her presents on his 
trips as a salesman. He feels obligated to her for 
all she did while he was growing up. His father 
kept a mistress all during the patient’s early 
years, and gave her most of his money. The 
mother made out with what was left. She often 
said she was fed up with her husband, but never 
left him. 

The father is described as belligerent, hostile, 
demanding, self-centered, and cruel. He _ sup- 
ported his mistress in better style than he did 
his family. The patient goes home only when 
his father is away. 

The patient has been troubled with migraine 
since reaching the age of 16, at times so severe 
as to require hospitalization. He is married, but 
has no children. The wife knows of his difficulty 
and has promised to stand by and help him all 
she can. 

Case 5 

A 26 year old white male was referred to the 
clinic by the dean of Duke University after be- 
ing arrested for indecent exposure. His exhi- 
tionism had begun as voyeurism in 1955, when 
he was a college student. He, his wife, and 
child were living with his mother-in-law. Across 
the courtyard from his bedroom two girls, aged 
10 and 7, had their room. At first he just watched 
them undress. This habit progressed to watching, 
followed by masturbation in private, and fin- 
ally to exhibiting himself to the young girls. 
Only one, the seven year old, remained inter- 
ested over the month that the practice was car- 
ried on. At the same time the patient also ex- 
hibited himself as he drove at high speed, to 
and from college. He never had the assurance 
that anyone saw him as he drove by, but he 
hoped that someone had. 

In September of 1959 he entered graduate 
school, and in November, 1958, began a new 
practice. Whereas he had had previously ex- 
hibited himself in a fast moving car, he now 
parked outside a junior high school during lunch 
hour and at school closing and exhibited him- 
self to the young girls as they came out. He was 
not arrested until February, 1959. He first tried 
to deny his behavior. It could not have been he 
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who had committed this act. When he did finally 
confess, however, he was reduced to a state of 
extreme guilt and panic. 

The patient is one of six siblings. At the age 
of 4, he began indulging in sex play, in secret, 
with his next older brother and sister. The 
sister terminated the play on entering puberty. 
Sex play with two older brothers continued up 
into the teens, with the patient being used 
passively per ano or being compelled to perform 
fellatio. He was greatly interested in porno- 
graphic literature and masturbated frequently, 
with fantasies of possessing an enormous penis. 
In addition there was some sexual activity with 
animals. 

The patient’s oldest brother, now divorced, 
lives a solitary existence—embittered, resentful, 
and alone. An older sister left home at the age 
of 17 to “escape the unhappiness at home.” The 
youngest brother has been in difficulty with the 
law for having passed some bad checks. Another 
brother, recently married, has had numerous 
homosexual experiences. 

The mother is an aggressive, domineering wo- 
man who subjugated her children until they 
could stand it no longer and escaped. The 
patient did not escape. He felt sometimes that 
he did not have a separate existence at all—that 
he was merely an extension of his mother. She 
loved him, but only insofar as he pleased her. 
He felt he owed her everything, and that with- 
out her he was nothing. 

The father was an alcoholic who early gave up 
all authority in the family. He made good money, 
but before his wife took over the management 
of affairs he squandered it. Finally she threaten- 
ed to leave; he capitulated, let her take charge. 
In the month prior to the patient’s arrest, how- 
ever, a shift in the family occurred. The father 
became more aggressive, resumed control over 
the household, took over the management of the 
finances, and refused any more money to his 
son (the patient). This change coincided with 
the change in the patient’s exhibitionistic pat- 
tern. The patient is married, and has four child- 
ren. His wife knows of his difficulty and has 
pledged her help and support. 


Case 6 


The patient was a 22 year old white male who 
came as a voluntary patient for admission to 
the John Umstead Hospital. He had been arrest- 
ed by the police of Greensboro, North Carolina, 
for indecent exposure and assault on a female. 
He was evaluated as an inpatient and continued 
in outpatient treatment at the Duke Outpatient 
Clinic. 

The arrest actually stemmed from the second 
charge. The patient had gotten out of his car, 
approached a girl, and asked to have intercourse 
with her. When she refused he drove off, but she 
had taken his license number, and he was ar- 
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rested. He had for several months been driving 
around the city at night exposing himself to wo- 
men. This, too, had been reported to the police, 
but no action was taken until the episode termed 
assault on a female. The patient was then con- 
fronted with his other activities. He confessed to 
everything. He was brought to trial and given a 
two-year suspended sentence, but was probated 
five years on condition that he seek psychiatric 
treatment. 

He began to have weekly sessions with a psy- 
chiatrist in Greensboro and was doing reason- 
ably well until quite suddenly his wife’s mother 
and brother came to their home and took his 
wife and baby away, on the grounds that he was 
not a fit husband and father. Being rather pas- 
sive and feeling very guilty, he did nothing but 
let his child and wife go. He soon began exposing 
himself again, and was prey to considerable an- 
xiety and guilt. It was on the suggestion of his 
psychiatrist that he came to the State Hospital. 

The patient had begun his exhibitionistic ac- 
tivities a few weeks before his marriage. He was 
compelled to marry the girl he had been going 
with because she was pregnant, although he had 
decided in his own mind to do it anyway. About 
two weeks before the wedding he had an intense 
desire to have intercourse with some other wo- 
man. He drove around the city a number of 
times and approached several women, but was 
refused. Then he conceived the idea of exposing 
himself. Characteristically he would drive up in 
his car beside a woman on the sidewalk, open the 
door and expose his erect penis. If she saw it, 
no matter what her reaction was, that was 
enough. He then drove off, and usually mastur- 
bated. Very seldom, if at all, did he get out of 
the car and request intercourse. He only wanted 
her to see his penis, and when she had done this 
he was satisfied. If she did not, then he must find 
somebody who would. He often carried out this 
routine several times during the night. Since the 
first he had done it more than one hundred 
times. During this entire period he was married 
and apparently had a satisfactory sexual adjust- 
ment with his wife. Nevertheless, in his fantasy 
life one woman was not enough—he must have 
several; so his compulsive exhibitionism contin- 
ued. 

For the patient, exhibitionism was one im- 
pulsive self-destructive act in a lifelong pattern 
of maladjustment. Up to age 11 he was docile, 
obedient, and close to his mother—indeed quite 
dominated by her. After 11 the fury within him 
burst forth, and from then to his entrance into 
the armed services he was bad-tempered, obnox- 
ious, headstrong, and sexually precocious. The 
excessive preoccupation, along with social 
maladjustment, began in this period. He felt 
isolated and lonely and repelled by others. He 
wanted very much to be with girls, but they re- 
pulsed him. In fantasy he was a Don Juan; in 
reality he had little success. At 11 he lost all in- 
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terest in childish things and, as it were, was 
transformed, or so he fancied, into an adult. 
This premature yearning for maturity was born 
of a conviction that children were deprived, 
unwanted and unloved, for such had been his 
experience. He wanted no more of such a help- 
less and unfulfilled dependency. 

After his discharge from the service he again 
became docile, quiet, and withdrawn. His former 
fury gave way to despair. He lost much of his 
fight. What he wanted he was sure he would 
never get. There was little reason to struggle. 
He felt trapped, especially on learning that he 
was going to have to marry a girl whom he had 
made pregnant. His only escape was the daring, 
impulsive, self-destructive act which he hit on 
and which brought about his arrest. 

The patient’s mother was an attractive, openly 
cooperative woman. From her he had developed 
a profound hatred for and an equally profound 
need of women. The mother, by her attitude and 
behavior, had succeeded in belittling and reduc- 
ing her husband’s masculine role, and had at- 
tempted to do the same with her son until he 
was 11. She managed to involve herself in his 
life, and indeed there is some suggestion that 
she was rather over fond of bathing him and 
fondling his genitalia when he was a small boy. 
She was most anxious to help in his present pre- 
dicament, but she could not leave her hands off 
him, his wife or their marriage. 

The patient’s father was a good-looking, quiet, 
passive, man. He had been reduced to a state of 
impotence by his wife. To maintain some vestige 
of masculinity, he had adopted over the years, a 
scornful, belittling attitude toward his son. He 
had given him little encouragement. He seemed 
to have feared the competition of his son and 
kept his distance. 

The patient’s wife, who knew of his difficulty, 
was young and inexperienced at loving. If she 
had any faults it was that she tended to follow 
the example of his mother in not allowing him 
to make decisions for himself. She has pledged 
her support to help him overcome his difficulty. 


Discussion 


In discussing these cases, we would first 
like to give what might be considered a 
composite picture of the exhibitionist by 
grouping the findings under three headings: 
(1) the exhibitionistic behavior itself; (2) 
developmental factors, and (3) the marital 
history. Second, we shall discuss the treat- 
ment of the exhibitionist, and finally we 
shall remark on the medicolegal aspects of 
this syndrome. 

Without exception our patients’ behavior 
came to the attention of the police. Without 
exception in all 6 cases the act was carried 
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out, at least in the beginning, from a car. 
In all but 2 cases nothing was said to the 
women involved, and in one of these the 
remark was: “Have you ever seen any- 
thing like this?” In the other case, a ques- 
tionable attempt was made to seek sexual 
relations. In all but one case the act of ex- 
hibiting was followed by masturbation. In 
all but one the act was performed in a se- 
cluded, dimly lit area. 

In those cases where information was 
available, it was clear that an attitude of 
surprise, excitement, even awe, on the part 
of the women approached was sought. In- 
difference or scorn was shattering, crippling, 
and called for repetition of the act. 

Along this line an amusing incident was 
told to us by a police informant. A group 
of secretaries were walking along a subway 
concourse on their way to lunch when sud- 
denly a man leaped out from behind a pillar 
and exhibited himself to them. Instead of 
the anticipated shock, one of the girls gig- 
gled, “Oh look at that little thing!” The 
exhibitionist turned and fled in anxious 
confusion, running into the arms of a near- 
by policeman. 

Careful investigation of the occasion for 
the patient’s arrest indicated a number 
of differences between this and preceding 
episodes. There seemed to be less caution, 
more abandon—almost a wish to be caught. 
The patient took more risks—for example, 
getting out of the car and approaching a 
woman, openly addressing young girls, call- 
ing attention to the act, exposing himself to 
numerous high school students in daylight 
hours. The episode resulting in arrest seem- 
ed also to be preceded, at least in some cases, 
by a traumatic experience or a significant 
event. In one case there was a lecture by an 
aggressive parent prior to the experience. 
In another, there was loss of wife and child. 
In another, there was a change of roles in 
the mother-father constellation. In another, 
there was notification of coming parent- 
hood. 

Arrest brought, in general, a feeling of 
great shame, humiliation, and guilt. In 2 
cases there was partial amnesia of the act 
for which they were being arrested. There 
was evidence in 2 cases of gross sexual 
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abnormality prior to exhibitonist behavior, 
and considerable shyness, modesty, and 
hesitancy in heteroseual adjustment in the 
other 4. The exhibitionistic activity began 
in one case under stimulation from an aunt; 
in another as a kind of fetishistic preoccupa- 
tion with womens’ garments; in another as 
a scoptophilic interest in 2 small neighbor 
girls, and in another as a substitute for in- 
tercourse. 


Role of the parents 


In general, the mother was found to play 
a very significant role. This was clearly ex- 
pressed in case 5, in which the patient felt 
himself to be not even an independent per- 
son, but an extension of his mother. The 
mothers tended to be openly domineering or 
covertly subjugating. Attachment to and 
identification with mother was common. In 
some cases the mother had fondled the 
genitalia of the child for prolonged periods. 

The father was, in general, ineffective. 
He was most commonly neurotic and oc- 
casionally alcoholic or addicted. He played 
a distinctly secondary role to the mother. 
The patients generally admired their mother 
for her strength and courage, and deplored 
the weakness of their fathers. Exhibitionism 
tended to be a folie a famille. Not that there 
were multiple instances of exhibitionism in 
a family, but rather evidences of other types 
of maladjustment in siblings. These includ- 
ed criminality, homosexuality, bestiality, 
and alcoholism. 


Developmental factors 


In general, the development of these 
patients had been abnormal. Most were shy 
and retiring, and all had had difficulty in 
heterosexual adjustment. There was a his- 
tory of bed-wetting and stuttering in one, of 
precocious puberty in another. School was 
a time of stress for all. All were ill at ease 
and had dated little. School work was, how- 
ever, average or above. All had secured 
reasonable employment, although there 
seemed to be a pattern of multiple jobs. 

All 6 patients had been married, and only 
one at the time of interview was separated 
and headed for a divorce. Of the wives who 
were aware of their husband’s problem only 
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one failed to stand by him. Of all the wives, 
only one had been unfaithful to her husband 
during the marriage. She was the one who 
had left her husband and was contemplat- 
ing divorce. Marital adjustment was in gen- 
eral good. 


Results of treatment 


Of the 6 patients, only 2 became actively 
involved in psychiatric treatment. Of the 
remaining 4, one said that apprehension by 
the police had “killed the urge.” The other 
3 appeared to be more interested in obtain- 
ing the doctor’s help in securing release 
from probation than in investigating the 
cause of their exhibitionistic behavior. They 
soon dropped out of treatment. 

Failure to continue in treatment seemed 
to be related to two factors; family inter- 
ference and lack of patient motivation. In- 
sofar as the patient’s family, in particular 
the wife or mother, were either ignorant or 
critical of his problem, and in so far as these 
two crucial figures refused to cooperate in 
efforts to help him, the prognosis for con- 
tinuation of treatment was poor. Out of 
ignorance or antagonism, they tended to 
perpetuate the same behavior which had 
laid the foundation for exhibititionism. Such 
mothers tended to remain overly involved 
with their sons. They openly expressed a 
wish to help, but were unable to let go their 
crippling hold. Wives tended to ape the 
mothers in belittling and subjugating their 
husbands. In some cases these women fost- 
ered open antagonism to the doctor, in 
others, covert hostility negated the efforts 
of anyone else to help him. He would come 
to see therapy as a threat to his relationship 
with these needed figures and would drop 
out. 

Also related were factors of personal 
motivation. Since all patients came because 
of encounters with the law, coercion of itself 
could not be explained as lessening motiva- 
tion. What seemed more to be involved was 
dependency on family approval and an in- 
ability to form significant relationship out- 
side of the family. These patients had never 
revealed themselves to anyone, even their 
wives. They remained suspicious and aloof. 
As unsatisfactory as their family relation- 
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ship was, it was all they had been able to 
attain. Therefore, they were dependent upon 
it and afraid to give it up. Displeasure of 
family figures and failure to make signific- 
ant relationships outside the family com- 
bined to make therapy appear a threat to be 
avoided. 

Of the two who became actively engaged 
in therapy, one improved sufficiently to be 
dismissed, and one continues in treatment. 
Of great significance in instituting treat- 
ment and bringing it to a successful con- 
clusion was the proper handling of the fami- 
lies. In both cases the wife accepted in- 
dividual therapy for herself. In the case 
which came to successful conclusion, the 
mother and father were also seen in in- 
dividual sessions. The effect of separating 
these significant figures, in particular the 
wife and mother, from their pathologic in- 
volvement in the patient’s life was in itself 
remarkable. This gave the patient the feel- 
ing of needed family support, at the same 
time leaving him free to work out his own 
destiny. 

Both patients were initially very su- 
spicious, unaccustomed to revealing them- 
selves, unsure that anyone anywhere re- 
spected their individuality. So ineffective 
had their fathers been that the therapist, 
himself a male, found one of the initial 
stumbling blocks to be transference of the 
the patient’s expectations of ineffectuality. 
If father could do nothing against these 
women, what could another man do? Treat- 
ment of the wife and mother had the ad- 
ditional advantage of proving the therapist's 
ability to deal with these women. With this 
obstacle overcome, and with the needed sup- 
port of a strong male figure, the patient was 
able to carve out for himself a personality 
distinct from that of the all-encompassing 
mother. This new-found individuality led 
to devaluation of exhibitionism as the su- 
preme expression of aggression. The pa- 
tients learned to give vent to their masculine 
strivings in more socially acceptable ways. 
They came to appreciate hitherto uncon- 
scious facets of their personality such as 
creative urges, thirst for knowledge, and 
ambition. They remained interested in 
family and friends, but now as equals. 
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After the initial transference problems 
centering around the impotence of father, 
the therapist was seen as guide and friend. 
As progress continued, however, the more 
deeply unconscious threat of the father 
appeared, the sleeping giant who concealed 
fierce competitiveness and aggression to- 
ward his son, and who could not allow his 
son to achieve the independent relationship 
with women he himself had not achieved. 
The image of the jealous father was also 
transferred to the therapist. With the work- 
ing through of this distortion, therapy was 
on the way to termination. The patient had 
carved out an existence separate from his 
mother, and not subject to the threatened 
hostility of his father. 


Summary and Conclusions 


1. It is of crucial importance to involve 
the mothers and wives of these patients very 
early in the course of treatment, whether 
it be through social case work or individual 
psychotherapy. If possible, the father should 
also be encouraged to become involved. His 
role, however, is of less importance, and his 
failure to cooperate is not as crucial as that 
of the most significant female. 

2. Continuation of treatment to a favor- 
able outcome will depend to some extent on 
the patient’s ability to form relationships 
outside of the family. Insofar as the patient 
has, however feebly, managed to see women 
as other than threatening, has made a 
reasonably happy marriage, and has a co- 
operative wife, the chances of improvement 
are increased. These factors reflect a read- 
iness to reveal himself, albeit poorly de- 
veloped, which can be used by the therapist. 

The initial therapeutic problem is the 
transference to the therapist of the inef- 
fecutality of the male parent. Later the more 
difficult transference distortions related to 
the jealous father are encountered. Because 
of the nature of the involvement with 
female figures, it would seem impossible for 
anyone but a male therapist to treat these 
patients. 

4. The therapy proceeds as the patient, 
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with the support of the therapist, begins to 
separate himself from his mother, and to 
give expression to his masculine strivings 
in more socially acceptable ways. 

5. It is important to make clear in the 
beginning and throughout the course of 
therapy, as need arises, the harmful effect 
of further exhibitionistic behavior. If the 
therapy develops in this manner, the prob- 
lem of probation and its meaning to the 
patient becomes secondary. Initially it may 
be used as a defensive maneuver against 
active participation in therapy, the attitude 
being, ‘Why should I talk about all these 
things when tomorrow a policeman may 
knock on my door and take me away to 
prison.” As the patient feels himself chang- 
ing and assuming more control over his des- 
tiny, probation will scarcely be mentioned. 
Later on, as the jealous father transference 
emerges, probation fears recur until this 
problem is worked through. 

We have mentioned that all 6 patients 
came to our attention as a result of encount- 
ers with the law. Treatment of this condi- 
tion, then, requires careful and continued 
cooperation between the doctor and the 
court. We are witnessing in these days a 
more understanding handling of these of- 
fenders by the courts. Apparently the day of 
imprisonment as the sole method of hand- 
ling these patients is passing. On the other 
hand, we believe that probation with strong 
urging to seek psychiatric treatment is not 
always enough. Often psychiatric treatment 
is not sought and the opportunity to note 
other disease or at least to attempt therapy 
is missed. We have seen one patient whose 
exhibitionistic behavior coincided with a 
latent schizophrenic process, and another 
with a dangerous pedophilia. Often the ex- 
hibitionistic behavior cannot be treated 
without incarceration, and obviously the 
help of the court is necessary in such a 
move. We are of the opinion that all sex of- 
fenders should receive a careful psychiatric 
evaluation and that treatment of such of- 
fenders should be a cooperative effort be- 
tween doctor and law enforcement agencies. 
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Why a Part-Time Physician In Industry? 


BENJAMIN W. GOODMAN, M.D. 
HICKORY 


To most of the world—and to many 
Americans—the United States appears to 
be preeminently a nation of large indus- 
tries. But more than 99 per cent of all the 
establishments under the Old-Age and Sur- 
vivors Insurance Program of the Social Se- 
curity Administration employ less than 500 
workers, and recent surveys indicate that 
small businesses are on the increase. Em- 
ployees of small businesses today represent 
approximately two thirds of our entire 
labor force. 

The problem before us today as general 
practitioners of medicine is to devise and 
provide an adequate occupational medical 
program to reach this vast number of em- 
ployees who, in most instances, have no ac- 
cess to industrial medical facilities. 

What is the basis for this statement and 
these ambitions? The poet Edwin Markham 
gives us this clue: 

Why build these cities glorious 
If man unbuilded goes? 

In vain we build the world 
Unless the builder also grows. 

Occupational medicine as an approved 
specialty was just five years old in Febru- 
ary, 1960. As yet, only six medical schools 
in the United States offer academic train- 
ing for certification in this specialty, and 
less’than 400 physicians are certified to 
practice it. At last count, 40 State Public 
Health Services have instituted programs 
of occupational medicine. Because training 
of specialists through academic channels is 
a lengthy process, staffing of this mush- 
rooming practice must depend largely on 
the part-time efforts of the general practi- 
tioner. 

I consider the most significant determin- 
ant of the scope and effectiveness of an oc- 
cupational health program to be orientation 
of the doctor or nurse. To a great many, 
probably a majority, of doctors and nurses 
today industrial medicine means simply the 
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treatment of industrial injuries. When such 
physicians and nurses are brought into in- 
dustry, their programs are usually quite 
limited. If, on the other hand, they are 
aware of and understand the objectives and 
techniques of preventive and constructive 
medicine, even though they may be work- 
ing only part time, they can bring to a 
small plant a health program of the caliber 
usually found only in large industrial pro- 
grams. 

Admiral Ben Moreell had a deep percep- 
tion of the value of industrial medicine. He 
knew the health services, and especially the 
environmental health service, which made 
victory possible in the battle of the South 
Seas. He approached this question in a 
speech, in 1955, as follows: 

A good industrial medical program has as its 
prime purpose the elimination of hazards to 
the health of its workers. The target is preven- 
tion. This requires detection of current and 
potential exposures in the work environment; 
health education; individual worker counsel- 
ing; competent craftsmanship in medical work; 
rehabilitation; protection of the community 
pollutions; cooperation with the general prac- 
titioners in the community; and adaptation of 
industrial medicine to the total life and public 
health activities of the community. 


Prevention 


Let us briefly expand the idea of preven- 
tion. To begin with, it is less expensive to 
prevent than to repair the effects of acci- 
dents and breakdowns, whether they occur 
in material and equipment or in the work 
force. Modern business and industry have 
accepted the concept of preventive mainte- 
nance of equipment. It has been repeatedly 
demonstrated that it is good business to 
prevent waste, breakdowns, and accidents. 
Let us, therefore, apply the same logic to 
maintenance of health. 

Perhaps the most important reason for 
an effective occupational health program 
today is the early detection and prevention 
of illness and disease. Here is the big pay- 
off! Many of the techniques of prevention, 
meager as they are, can be applied through 
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programs of periodic examinations. Such 
programs have become very popular at the 
executive level in most of our larger indus- 
tries. Their economic cost is generally ac- 
cepted as protection of investment in high- 
priced manpower. The yield from periodic 
examination is about one in five—meaning 
one new unknown, or previously known 
but neglected, disease in five examinations. 

Dr. Logan Robertson has stated that 
“there is an impressive consistency in 
which at least 15 per cent and up to 40 
per cent of those examined are found to 
have a significant disease or defect of which 
they are unaware. In as many as one half 
to two thirds of the cases, these disorders 
are without symptoms when so discovered.” 

We have dealt at length with the import- 
ance of a good occupational health program, 
the proper orientation of physician and 
nurse, and preventive measures through 
periodic examinations, but I am sure this 
is not the problem common to most of us 
today. The big hurdle, as I see it, is to stim- 
ulate the interest of the owners and operat- 
ors of small industries. Many of us—indeed 
a majority of us—have frequent contacts 
with companies which have no interest (or 
who have shown none) in pre-employment 
examinations, much less periodic examina- 
tions. Someone, therefore, must do the job 
of educating and selling industry on the 
importance of an occupational medical pro- 
gram. Medical ethics has not yet reached 
the point that you and I can go out and 
promiscuously sell our medical program to 
industry. If, however, representatives of in- 
dustry seek guidance or advice from us, we 
are in a position to familiarize them with 
the importance of an adequate occupational 
health program. 

It is hoped that more information from 
such sources as the Industrial Medical As- 
sociation and the American Academy of 
General Practice will stimulate interest in 
health programs among small industries. 
The lack of information and understanding 
is the greatest deterrent to small plants. 

The problem is not always a lack of moti- 
vation on the part of industry, however. A 
doctor with Prudential Insurance Company 
relates this story: 


OCCUPATIONAL MEDICINE—GOODMAN 269 


Some 15 years ago, a situation occurred in 
New England, where there were ten plants all 
located in close proximity. Each had fewer 
than 90 employees, and all were quite willing 
to go ahead and pay an attractive salary to a 
part-time physician to operate a cooperative 
health service for the group. Despite their mo- 
tivation they canvassed their entire area and 
could find no doctor interested in undertaking 
this challenging task. It is stated that to this 
day the motivation of these plant executives 
has remained high, but no physician has yet 
been found willing to commit himself to this 
much needed and well conceived project. 


In the face of such experiences, many an 
enlightened executive in smaller companies 
has felt forced to drop or postpone his hope 
of gaining the benefits that an industrial 
health program can provide. But by no 
means have all industrialists accepted these 
difficulties as insurmountable. Throughout 
the country hundreds of small firms have 
found ways to overcome their problems and 
thus gain the same advantages attained by 
larger industrial units through their indus- 
trial medical departments. 


Industrial Medicine and Private Practice 


I hope there are none who feel that in- 
dustrial medical programs interfere or de- 
tract from the private practice of medicine. 
This point has been often discussed, but it 
does not apply to any program that is pro- 
perly administered. Every effective occupa- 
tional health program should actually en- 
hance the practice of local physicians by 
making employees more aware of health. 


A recent survey was made of the entire 
plant population at the Cleveland Works of 
Jones & Laughlin Steel Corporation. Ap- 
proximately 3,000 workers were examined 
in a period of three months. One of the 
amazing facts disclosed by the survey was 
that a major portion of this group, living in 
a large, enlightened metropolis, had not vis- 
ited a physician for periods ranging from 5 
to 25 years. 

Prior to this examination many of the 
workers had developed a purely defensive 
attitude toward the company medical pro- 
gram. Mass exposure of the plant popula- 
tion to its medical personnel created, and 
rightly so, the impression that the indivi- 
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dual’s health is of concern to the manage- 
ment. Workers have learned that this is not 
just a selfish interest, but a real desire to 
raise the health standard of the entire plant 
group. 

The part-time physician in industry, with 
the aid of a nurse and cooperation from all 
levels of management, can develop the full 
range of preventive medicine and conduct 
a health program that will more than jus- 
tify its existence. It will pay for itself in 
dollars and cents as well as in increased 
productivity and rapport between manage- 
ment and employees. Part-time industrial 
physicians have much to offer management, 
and in return they will find occupational 
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health to be a stimulating and challenging 
diversion from private practice. 

Let me close with a quotation from Dr. 
Will Menninger of the Menninger Founda- 
tion: “Our privilege is not only to help a 
man make a living, but to make a life!” 
Therefore, let us resolve that from our busy 
practices of treating illness we will take 
some time to practice an adequate measure 
of prevention. There can be no _ better 
method of doing this than becoming engag- 
ed in a program of part-time occupational 
health. The immediate need in this field is 
great and is growing rapidly each year. This 
gap must be filled, and general practitioners 
are qualified to do the job. 


Neonatal Anemia Due to Water-Soluble Vitamin K Analogue 


Case REPORT 


DONALD M. Hayes, M.D. 


In the last five years knowledge of the 
field of drug-induced hemolysis has grown 
rapidly. The work of Beutler and others? 
clarified the mechanism of red-cell destruc- 
tion in hemoyltic anemias due to certain 
drugs. Further study? has shown that the 
metabolic defect of the erythrocytes in this 
condition is an inherited defect. It has been 
shown that the hemoylsis associated with 
primaquine, sulfonamides, fava beans*, and 
naphthalene? is due to this inherited defect. 

One group of drugs which has come un- 
der suspicion in this regard is water-soluble 
vitamin K analogues. The following case 
history is illustrative. 


Case Report 


A 3 week old white male, was referred to 
the North Carolina Baptist Hospital because 
of anemia and icterus. On the second day 
of life he had icterus and dark urine. On 
the third day he had bilirubinemia and a 
hemoglobin of “48 per cent.” Although his 
feeding was poor for the first four to six 
days of life, this had improved and the icter- 
us had lessened at the time of his referral 
here. 
From the Department of. Medicine, Bowman Gray 
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the North Carolina Kidney Disease Foundation. 


Additional history revealed that the 
mother had been given 10 mg. of Synkay- 
vite (Roche Laboratories) prior to delivery. 
the patient received 5 mg. on the day of 
birth and on every other day thereafter for 
a total dosage of 20 mg. 

Physical examination on admission show- 
ed a lethargic, moderately icteric infant, 
with an absence of the Moro reflex. There 
was no hepatosplenomegaly. 

The mother, father, and patient all had 
type A plus blood. A Coombs’ test was nega- 
tive. A specimen of urine was negative for 
bile; urobilinogen was present in a 1:40 
dilution. The serum bilirubin was 12.3 mg. 
per 00 ml., of which 3.6 mg. was direct- 
reacting. The hemoglobin was 8.0 Gm. per 
100 ml.; the hematocrit 23 volumes per 
cent. The red blood cell count was 1,900,000, 
with 15 per cent reticulocytes. The white 
blood cell count was 11,500, with 29 per 
cent neutrophils, 9 per cent eosinophils, 
57 per cent lymphocytes, and 4 per cent 
monocytes. Studies of erythocyte carbohy- 
drate metabolism, including reduced gluta- 
thione stability* showed only those changes 
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one would expect with a substantial re- 
ticulocytosis. 

The hemoglobin continued to fall to 5.0 
Gm. per 100 ml. a week after admission. 
Transfusions raised it to 9.3 Gm. per 100 
ml. Two days later it was 10.0 Gm., and 
the patient was discharged. When seen one 
month later he was well and had a hemo- 
globin of 10.5 Gm. per 100 ml. Although 
there has been no further evidence of hemo- 
lysis, the last examination showed definite 
evidence of central nervous system damage 
consistent with kernicterus. 


Comment 


There is no available method for definite- 
ly proving or disproving the vitamin K an- 
alogue as the cause of this patient’s hemo- 
lysis. In view of the inordinately large dose 
he received, the absence of serologic abnor- 
mality, and the absence of evidence for 
other cause of hemolysis, however, this 
seems to be the most likely explanation. 

In 1955, Allison® reported a study of pre- 
mature infants with kernicterus and hemo- 
lytic anemia whose only treatment had been 
large doses of Synkayvite. There was no 
evidence of incompatibility of fetal and 
maternal blood type®. Following this report 
he showed that large doses of water-soluble 
vitamin K analogues produced severe hemo- 
lysis in rats. Laurance®@ and Moore and 
Sharman®® confirmed Allison’s findings, 
recommending that the total dose of synthe- 
tic vitamin K preparation in the newborn 
be restricted to 2-5 mg. It has been shown 
that such preparations will elevate the 
plasma bilirubin level to a higher degree 
than that usually reached in untreated pre- 
mature infants*. 

The work of Zinkham® showed that, while 
the mechanism of hemolysis in such cases 
may be the same as with other drugs, it 
does not depend on an inherited abnormal- 
ity as do the other drug-related states. He 
believes that premature infants, because of 
their normal hypoglycemic state, are par- 
ticularly liable to hemolysis from large 
doses of vitamin K analogues. Since this 
group of patients is also particularly liable 
to kernicterus, this is a condition which 
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must be prevented rather than diagnosed 
alter its occurrence. 

The water-soluble vitamin K analogues 
should no longer be regarded as inocuous 
nor given promiscuously to mothers and 
newborns. The total dose should be restrict- 
ed to 5 mg. or less, an amount sufficient to 
correct the defect of hemorrhagic disease 
of the newborn but not enough to cause 
hemolysis in most instances. 


Summary 


A case of hemolytic anemia in a newborn 
infant, which was of sufficient severity to 
cause kernicterus, is reported. The most 
likely cause of this state was the large dose 
of Synkayvite, a water-soluble vitamin K 
analogue, which the patient received. Fol- 
lowing a brief review of the pertinent liter- 
ature, a plea is made that the total dosage 
of water-soluble vitamin K analogues be 
restricted to less than 5 mg. in newborns. 
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JUNE, 1961 


THE ONE-HUNDRED AND SEVENTH 
ANNUAL SESSION 


Although the One Hundred and Seventh 
Annual Session of the State Medical Society 
offered one of the best programs to date, 
the attendance of 607 members was the 
lowest reorded since the 444 registration in 
1947, when the Society met at Virginia 
Beach. 

There are a number of factors responsible 
for this poor attendance. One is that al- 
though Asheville offers excellent facilities 
for such a meeting, it is a long way from 
the center of the state, and still further from 
the eastern seaboard. 

Another is that the meeting conflicted 
with the Annual Session of the American 
College of Physicians held in Miami Beach 
the same week. This conflict, together with 
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the fact that the Section on Internal Med- 
icine was abandoned for this year’s session, 
kept a number of internists from coming to 
Asheville and resulted in some going to 
Miami Beach instead. 

Another factor was that the programs 
were mailed too late to reach more than a 
fraction of the members. It was unfortun- 
ate, too, that the programs of the sections 
that did meet—particularly the Section on 
General Practice—were not printed in the 
program booklet. The Monday and Tues- 
day General Sessions offered excellent dis- 
cussions on subjects of wide interest: infec- 
tions, differential diagnosis of abdominal 
pain, an interesting clinicopathologic con- 
ference, and others. The addresses by the 
visitors—Dr. Julian P. Price, Chairman, 
Board of Trustees, A.M.A.; Dr. Vincent As- 
key, President of the A.M.A., and Honorable 
Dale Alford, Congressional Representative 
from Arkansas—were all most interesting. 
Dr. Price spoke on the work of the A.M.A. 
Dr. Askey was the principal speaker at the 
President’s Dinner Tuesday night and lived 
up to his reputation in discussing the re- 
cent attacks on the American Medical As- 
sociation and the A.M.A. stand on medical 
care. On Wednesday morning the Honor- 
able Dale Alford gave a magnificent address 
on medical legislation. 

Mr. William Waddell, Duke University, 
President of the National S.A.M.A., gave a 
brief address at the Wednesday morning 
General Session. Many commented that his 
address compared favorably with that of 
Dr. Alford and other mature speakers. 

The Memorial Service on Sunday night 
was impressive. Dr. Charles H. Pugh called 
the roll of the deceased physicians, and Mrs. 
William P. Richardson that of deceased 
Auxiliary members and wives of physicians. 
The Mars Hill choir gave a splendid choral 
presentation, and Rev. Charles D. Davis, of 
Mars Hill College, gave an address that was 
interesting, scholarly, and comforting. 

The Executive Council met on Saturday. 
For the first time in an annual session, the 
House of Delegates met on Sunday, from 
2:00 to 6:00 p.m. A second meeting was held 
on Monday afternoon, and a final, very brief 
session on Tuesday. One of the most import- 
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ant actions of the House was the decision 
to abandon the attempt to form a Medical 
Society corporation to sell Blue Cross and 
Blue Shield insurance—but to request the 
powers that be to recognize the Hospital 
Care Association as a Blue Shield agent. 

A report of the Committee on Scientific 
Membership recommending that the Socie- 
ty maintain the position taken in 1955 was 
adopted. Through an unfortunate misun- 
derstanding, the House of Delegates went 
on record as recommending that life mem- 
bers might attend all meetings of the Socie- 
ty but would not be eligible to vote, to hold 
office, or to get the NortTH CAROLINA 
Mepicat JourRNAL, unless they paid dues. 
At the second session of the Society, a mo- 
tion was adopted that this action be rescind- 
ed and that life members be eligible to vote, 
to hold office, and to get the Norru Caro- 
LINA MEDICAL JOURNAL. 

Dr. George Mackie of Wake Forest was 
elected General Practitioner of the Year. 
This creates somewhat of a precedent in 
that Dr. Mackie has been a medical teacher 
as well as a practitioner. His choice was 
quite a popular one. 

The report of the Nominating Committee 
apparently met with universal approval. 
Dr. John P. Kernodle, of Burlington, was 
named president-elect; Dr. John A. Payne 
of Sunbury, first vice president; Dr. Sam 
Holbrook of Statesville, second vice presi- 
dent; Dr. Donald Koonce of Wilmington, re- 
named for speaker of the House of Dele- 
gates; Dr. John C. Reece of Morganton, vice 
speaker of the house; Dr. John Bender of 
Winston-Salem and Dr. Charles R. Bugg of 
Raleigh, renamed for the N. C. Board of 
Health (four-year term). 

Other nominations included Dr. John 
Rhodes of Raleigh, three-year term as con- 
stitution secretary; Dr. Elias Faison and 
Dr. Amos Johnson, delegates to the Ameri- 
can Medical Association for two years, and 
Dr. C. F. Strosnider of Goldsboro and Dr. 
Millard Hill of Raleigh, one-year A.M.A. 
delegates. 

The committee nominated the following 
district councilors: 


Dr. T. P. Brinn of Hertford, Dr. Lynn 
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Williams of Kinston, Dr. Dewey Bridger of 
Bladenboro, Dr. Ed Beddingfield of Stan- 
tonsburg, Dr. Ralph Garrison of Hamlet, 
Dr. George Paschal of Raleigh, Dr. Ed Biv- 
ens of Albemarle, Dr. Harry Johnson of El- 
kin, Dr. Tom Murphy of Salisbury, and 
Dr. William A. Sams of Marshall. 

The social highlight of the meeting was, 
of course, the President’s Dinner on Tues- 
day night. Dr. Amos Johnson was given a 
standing ovation when Dr. Westbrook Mur- 
phy presented him with the President’s 
Jewel. He in turn presented his wife with 
a gift which he said she had earned by 
making it possible for him to accomplish 
what he had done. Dr. Johnson then admin- 
istered the oath of office to Dr. Claude B. 
Squires, who made a brief but very appro- 
priate address in acceptance. 

Russ Carlyle’s Orchestra and Vaughn 
Monroe furnished entertainment for those 
at the banquet. 

In spite of the poor attendance the One 
Hundred and Seventh Annual Session de- 
serves to go down in history as one of the 
best sessions yet. Dr. Amos Johnson has 
made a splendid record during the past year 
as President and his final address was a 
masterpiece. 

* * 
EDITORIAL NOTES 

The meeting was saddened because of the ab- 
sence of some familiar faces. Past President Joe 
Elliott died before the session began. Roscoe 
McMillan did not come because of the tragic 
death of his son in an automobile accident the 
week before. Dr. J. P. Rousseau of Winston- 
Salem was not well enough to attend. All these 
and others were sadly missed. 

* * * 

The installation of Dr. Claude Squires as Presi- 
dent and the selection of John Kernodle as Presi- 
dent-Elect gives assurance that our Society will 
continue to be in capable hands for the next two 
years at least. 

* * * 

The comments on the format of the program 
for this session were all favorable. The only 
criticisms were that they were not put in the 
mail soon enough and that the subjects to be 
discussed in the General Sessions were not given. 
The General Practice Section had one of the 
most attractive programs that any session has 
ever had, and it is probable that many more 
would have attended the meeting had they 
known of the treats in store for them. 


ae 
; 
in 
= 


276 NORTH CAROLINA MEDICAL JOURNAL 


Some criticism of establishing the precedent 
of a Sunday meeting for the House of Delegates 
was heard. It is true that Sunday meetings are 
coming to be the order of the day—but it remains 
to be seen whether this precedent will be con- 
tinued in future years. 

* * 

The Asheville profession, as before, proved to 
be ideal hosts. Asheville’s handicap is its loca- 
tion—but it is to be doubted if Asheville citizens 
would want it changed. 


ALCOHOL AND AUTOMOBILES 


In this issue the experience of almost 
a decade with 2,315 persons suspected of 
drunken driving is reported in the paper 
by Dr. William A. Wolff, of the Bowman 
Gray Clinical Chemical Laboratory, and 
James I. Waller, Winston-Salem’s Chief of 
Police. This report is of unusual signifi- 
cance, inasmuch as the chemical test for 
the blood level of alcohol is now becoming 
almost universally recognized as depend- 
able. And, as the authors point out, “an ap- 
preciable number of persons arrested for 
O.A.I. were found not to be under the in- 
fluence” at all, and needed to be sent to 
the hospital rather than to jail. 

Maybe our present Legislature will rec- 
ognize the wisdom of substituting scientific 
proof for unscientific guess work. To fur- 
ther this end, it is hoped that every doctor 
who reads Dr. Wolff's paper will tell his 
representative about its contents. 

* * * 
THE BACTERIOLOGIST SHOULD 
RETURN TO THE WARDS 


An editorial in the Canadian Medical As- 
sociation Journal for March 4 is so timely 
that most of it is reproduced below. 


* * * 


Through the fault of no one in particular, 
the bacteriologist has of recent years, in his 
modest and retiring way, become ensconced 
in his laboratory, there to commune in soli- 
tude with his numerous specimens. As a re- 
sult he has tended to become more and more 
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purely a technician, not using his total med- 
ical knowledge... 

The bacteriologist should return to the 
wards where his advice is badly needed. 
Antibiotics are no longer the universal pan- 
acea they were once thought to be. Many 
have been used too readily and without due 
consideration of consequences. To counter 
this undesirable state of affairs it is essen- 
tial that the knowledge of the bacteriologist 
in regard to antibiotic resistance to drugs 
be released from its seclusion in the labor- 
atory and brought to the bedside of the pa- 
tient, in consultation with the other phy- 
sicians and surgeons concerned with the de- 
tails of patient-care. 

Such direct participation of the bacterio- 
logist in the deliberations of the treatment 
team is being provided in other parts of the 
world, as Ericsson, of the Department of 
Bacteriology in the Karolinska Institute 
Sjukhuset, Stockholm, points out in a re- 
cent monograph. 

At the Karolinska Hospital a number of 
basic principles have been established for 
the use of antibiotics. The first obvious need 
is that the bacterial etiology of the disease 
being treated, and the sensitivity to anti- 
biotics of the organism involved, be estab- 
lished. The decision to use the antibiotic of 
choice is reached after due and careful con- 
sideration of the general condition of the 
patient and the probable prognosis of his 
disease. When an antibiotic is used, dosage 
levels should be high in order that the drug 
may exert its maximum effect. Subthera- 
peutic doses of antibiotics should be un- 
iformly avoided, except when they are to 
be used as a prophylactic measure in spec- 
ial situations, as in the case of patients with 
previous rheumatic fever, osteomyelitis or 
bacterial endocarditis. In most situations 
low dosages favour the development of re- 
sistant strains of organisms, quite clearly 
an unsatisfactory situation. 

With a return of the bacteriologist to the 
wards, his critical approach could greatly 
assist in the more effective use of antibiotics. 


: 
= 
4 
3 


June, 1961 


Bulletin Board 


COMING MEETINGS 


North Carolina State Board of Medical Exam- 
iners — Hotel Sir Walter, June 19-22. 

Duke Medical Postgraduate Course — More- 
head-Biltmore Hotel, Morehead City, July 17-22. 

Southern Obstetric and Gynecologic Seminar— 
Grove Park Inn, Asheville, July 17-22. 

Tri-State Medical Association of Virginia and 
the Carolinas, Annual Meeting — Cavalier Hotel, 
Virginia Beach, Virginia, July 27-28 

American Medical Association, Annual Meet- 
ing — New York City, June 26-30. 

American Physicians Art Association, Twenty- 
fourth Annual Exhibition — New York City, 
June 26-30. 

Rocky Mountain Cancer Conference — Brown 
Palace West, Denver, Colorado, July 12-13. 


New MEMBERS OF THE STATE SOCIETY 


The following new physicians joined the Med- 
ical Society of the State of North Carolina dur- 
ing the month of April. Dr. Charles Phillip Ford, 
Jr., E. I. duPont de Nemours and Co., Kinston; 
Dr. James Grady Jones, 3421 Hagaru Drive, 
Tarawa Terrace; Dr. Franklin Delane White, 543 
Williams Street, Jacksonville; Dr. Benjamin 
Everett Thompson, Jr., 124 S. Academy Street, 
Cary; Dr. Paul Fleming, 628 Woodburn Road, 
Raleigh; Dr. Floyd Wolfe Denny, Jr., University 
of North Carolina School of Medicine, Chapel 
Hill; Dr. Lester Leigh Smith, Jr., 1350 Kings 
Dri. e, Charlotte; 

Dr. Ernest Gustave Newman, Jr., 2614 Char- 
lotte Street, Durham; Dr. James Chester Brewer, 
Jr., 604 Dogwood Lane, Guilford College; Dr. Vin- 
cent Lawrence DiRienzo, 230 E. Franklin Street, 
Rockingham; Dr. Lamuel Edgar Barnhill, Jr., 
401 Carolina Drive, Murfreesboro; Dr. Jimmie 
Dale Simmons, 819 Rockford Street, Mount Airy; 
Dr. Hal Martin Stuart, 111 E. Main Street, Elkin; 
Dr. Martin John Kreshon, 106 W. 7th Street, 
Charlotte. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 


Distinguished service awards were presented 
April 14 to five former students of the Univers- 
ity of North Carolina School of Medicine as the 
climax to the annual Alumni Day. 

The awards went to Dr. H. McLeod Riggins, 
New York, native of Matthews and a specialist 
in internal medicine and diseases of the chest; 
Dr. J. W. R. Norton, Raleigh, state health direct- 
or and career official in the public health field; 
Dr. Ben E. Washburn, Rutherfordton, public 
health official who has served on the staff of 
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the Rockefeller foundation in North Carolina, 
the West Indies, Central and South America; 
Dr. James H. Wall, White Plains, New York, a 
South Carolina native and professor of clinical 
psychiatry at Cornell University; Rear Admiral 
Allan S. Chrisman, U. S. Navy, Washington, a 
native of Greensboro and currently surgeon gen- 
eral and assistant chief of the Bureau of Medi- 
cine and Surgery of the Navy Department. 

Chancellor William B. Aycock of the Univers- 
ity spoke on ‘The Medical School in the Uni- 
versity,” and Dr. Berryhill gave a report on 
some policies and progress in the Medical School. 

Dr. Hugh A. McAllister of Lumberton was in- 
stalled as president of the Medical Alumni As- 
sociation, succeeding Dr. John S. Rhodes of 
Raleigh. 

New officers elected were: Dr. Harry Brock- 
mann, High Point, president-elect; Dr. A. L. 
Daughtridge, Rocky Mount, vice president; Drs. 
G. T. Wood, High Point, and S. M. Beale, Elkin, 
elected to the board of counselors. 

A portrait of Dr. Daniel A. MacPherson was 
presented to the School of Medicine in a special 
ceremony Friday afternoon. Dr. MacPherson has 
been on the medical school faculty for 38 years. 

Scientific sessions were held during the morn- 
ing and after the luncheon meeting. Dr. Floyd 
Denny, new head of the Department of Pedia- 
trics, spoke on “Pediatrics—Its Promise and Its 
Future.” This was followed by a panel discus- 
sion on “The Hospital, the Physician and the 
University”. 

Special activities were planned for alumni 
Wives including a luncheon and program on 
flower arrangement. 

The following physicians from the University 
of North Carolina School of Medicine participat- 
ed in the annual meeting of the South Carolina 
Medical Association at Charleston on Thursday, 
April 27: Dr. James F. Newsome, assistant pro- 
fessor of surgery; Herbert S. Harned, assistant 
professor of pediatrics; Dr. William B. Blythe, 
instructor in medicine; Dr. A. Stark Wolkoff, as- 
sistant professor of obstetrics and gynecology; 
and Dr. Charles A. Bream, associate professor 
of radiology. 

Dr. Charles W. Tillett, director of the Visual 
Aids Clinic, was a participant in the 1961 Sight 
Saving Conference of the National Society for 
the Prevention of Blindness held in Chapel Hill 
recently. Dr. Tillett was a member of a panel 
which discussed “The Value of Low Vision 
Aids.” 

ees 

The fifth annual Parents’ Day was held at the 
School of Medicine Saturday, April 22. 

The annual general meeting of the U.N.C. 
Medical Parents’ Club was presided over by Dr. 
Carey H. Bostian, Raleigh, president of the or- 
ganization. 

Parents and visitors to the annual program 
were welcomed by Dr. Reece Berryhill, Dean. 
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A number of medical students took part in 
the morning program. The following officers 
were elected: president, Harry L. Riddle, Sr., 
Morganton; first vice president, H. L. Pitser, 
Raleigh; second vice president, C. C. Dudley, 
Huntersville; secretary, Zebulon Weaver, Ashe- 
ville. 

Regional meetings of parents followed the an- 
nual business meeting of the Club. Tours of the 
hospital and Medical School were held prior to 
the morning general meeting, and during the 
afternoon hours following lunch. Box lunches 
were served on the grounds in rear of the hos- 
pital to over 300 persons. 

A feature of the annual meeting was the sur- 
prise presentation of a Certificate of Apprecia- 
tion to Dr. Berryhill for the able leadership 
which he has provided the Medical School and 
North Carolina Memorial Hospital. 

* 

The donors of the books were Dr. Warner 
Wells, U.N.C. associate professor of surgery; and 
Dr. W. G. Smillie, author of a number of books 
in the fields of public health and preventive 
medicine. 

The book given by Dr. Wells is “Guydos Ques- 
tions” by Guy of Chauliac. It was printed in 
London by Thomas East in 1579. 

The book donated by Dr. Smillie is generally 
known as “the most remarkable document in 
the history of public health.” It is a copy of “Re- 
port of a General Plan for the Promotion of Pub- 
lic and Personal Health” by Lemuel Shattuck. 
The book was published by the State of Massa- 
chusetts in 1850. 

* * * 

Five members of the faculty of the Department 
of Obstetrics and Gynecology participated in the 
annual meeting of the American College of 
Obstetricians and Gynecologists at Miami Beach, 
Florida, April 23-28. They are Dr. Leonard Pa- 
lumbo, Dr. Jack Mohr, Dr. Stark Wolkoff, Dr. 
James Donnelly, and Dr. Robert A. Ross, head of 
the Department of Obstetrics and Gynecology. 

The Section of Physical Therapy of the School 
of Medicine presented as guest speaker on April 
28 Miss Dorothy Page, director of Center Serv- 
ices at the Albany Hospital Cerebral Palsy Cen- 
ter at Albany, New York. She spoke on “Modern 
Concepts in the Treatment of Cerebral Palsy.” 


News NOTES FROM THE DUKE UNIVERSITY 
MepicaL CENTER 


Dr. Kenneth L. Pickrell, professor of plastic 
surgery at the Duke University Medical Center, 
was honored in Asheville on May 10 for out- 
standing service on behalf of the physically 
handicapped in North Carolina. 

He received citations from President Ken- 
nedy’s Committee on Employment of the Phy- 
sically Handicapped and from the North Caro- 
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lina Commission on Employment of the Physical- 
ly Handicapped as North Carolina’s Physician 
of the Year. 

* * * 

Conrad M. Knight has been appointed to the 
newly established position of radiological safety 
officer at Duke University. 

Formerly employed at the Atomic Energy 
Commission in Washington, D. C., he is respon- 
sible for the coordination and supervision of ra- 
diation safety procedures at the University. 

*x* * * 

Dr. Philip Handler of the Department of Bio- 
chemistry, Duke University Medical Center, has 
been elected president of the American Society 
of Biological Chemists for 1962-1963. He will 
serve as president-elect during the coming year. 

* * * 

Dr. Kenneth S. McCarty of the Department 
of Biochemistry, Duke University Medical Cen- 
ter, addressed the Federation of American So- 
cieties of Experimental Biology in Atlantic City 
last month. Dr. McCarty described research 
which suggests that changes in the enzymatic 
constitution of body cells may be the first step 
in transforming cells from normal to malignant. 

*x* * * 

At the same meeting Dr. Donald B. Hackel, 
professor of pathology at Duke, was honored by 
the American Society for Experimental Patho- 
logy, one of six member organizations of the 
Federation. Dr. Hackel received this year’s Ex- 
perimental Pathology Award given in recogni- 
tion of outstanding research by a_ pathologist 
under 40 years of age. The 39 years old Duke 
Scientist was chosen on the basis of his contri- 
butions to fundamental knowledge of heart and 
kidney disease. The award carries a $1,000 hon- 
orarium contributed by Parke, Davis and Com- 
pany. 

* * * 
“Dr. Eugene A. Stead, Jr., chairman of the Duke 
Medical Canter’s Department of Medicine, was 
elected secretary of the Association of American 
Physicians during the Association’s annual meet- 
ing in Atlantic City recently. He will serve for 
a one-year term. 

Dr. James B. Wyngaarden, professor of med- 
icine at Duke, was elected a member of the As- 
sociation during the Atlantic City meeting. 

* 

Dr. J. E. Markee, James B. Duke Professor 
of Anatomy and departmental chairman at the 
Duke University Medical Center, has been chos- 
en chairman-elect of the Council on Medical Tel- 
evision. 

Organized to bring together persons concerned 
with the use of television for medical teaching, 
the Council includes representatives of the 
American Medical Association, Association of 
American Medical Colleges, American Academy 
of General Practice, American College of Sur- 
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geons, medical schools, television manufacturing 
concerns, philanthropic organizations, and other 
groups. 

* * * 

Dr. Lloyd J. Borstelmann, faculty member in 
the psychiatry and psychology departments at 
Duke and chief psychologist at the Durham 
Child Guidance Clinic, spoke on “Parent Educa- 
tion for Child Mental Health” at the annual 
meeting of the Southeastern Psychological As- 
sociation held in Gatlinburg, Tennessee, in April. 

Dr. Nicholas G. Georgiade, associate professor 
of plastic, maxillofacial and oral surgery at Duke, 
has been chosen to head the American Society 
of Maxillofacial Surgeons during 1962-1963. He 
will move from the vice presidency to the presi- 
dency a year from now. At that time he will 
succeed Dr. Orion Stuteville of the University of 
Illinois as president. 

*x* * 

Dr. Norman F. Ross, head of the Duke Uni- 
versity Medical Center’s dentistry division, as- 
sumed the presidency of the North Carolina 
Dental Society on May 17 during the organiza- 
tion’s annual meeting in Pinehurst. 


News NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE OF 
WakE Forest COLLEGE 


Dr. Cornelius F. Strittmatter has been ap- 
pointed Odus M. Mull Professor of Biochemistry 
and chairman of the department of biochemistry 
at the Bowman Gray School of Medicine. 

The appointment, announced recently by Dean 
C. C. Carpenter, is effective August 15, 1961. 

Dr. Strittmatter, 34, has been associated with 
the research and teaching programs of the de- 
partment of biological chemistry at Harvard 
Medical School since 1952. He is currently an as- 
sistant professor. 

He took a bachelor’s degree in biology and 
chemistry from Juniata College, and obtained a 
Ph.D. degree from Harvard Medical School, 
where his thesis work on mammalian cyto- 
chrome components was carried out under Dr. 
Eric G. Ball. 

He is now a Senior Research Fellow of the 
U. S. Public Health Service and a consultant in 
biochemistry to the pathology department of 
New England Deaconess Hospital. 

He will succeed Dr. Camillo Artom as chair- 
man of the biochemistry department at Bowman 
Gray School of Medicine. Dr. Artom will con- 
tinue to serve on the medical school faculty as 
a professor of biochemistry. 

*x* * * 

New faculty appointments and promotions, ef- 
fective July 1, 1961, were announced recently by 
Dr. C. C. Carpenter, dean of the medical school. 
The new appointments are: Dr. Gordon K. Mid- 
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dleton, instructor in pediatrics; Dr. Thomas F. 
O’Brien, instructor in medicine; Dr. John M. 
Pixley, instructor in psychiatry; Mr. Richard L. 
Witcofski, instructor in medical physics; Dr. 
Paul F. Williams, instructor in preventive medi- 
cine; Dr. Mary Ann Hampton, assistant in pre- 
ventive medicine; and Dr. Donald C. Hartzog, 
assistant in clinical medicine. 

New promotions are: Dr. James F. Martin, 
from associate professor to professor of radio- 
logy; Dr. Robert W. Prichard, from associate 
professor to professor of pathology; Dr. Hugh B. 
Lofland, from assistant professor to associate 
professor of biochemistry; Dr. Damon D. Blake, 
from instructor to assistant professor of radio- 
logy; Dr. A. Robert Cordell, from instructor to 
assistant professor of surgery; Dr. Donald M. 
Hayes, from instructor to assistant professor of 
medicine; Dr. Richard G. Kessel, from instructor 
to assistant professor of anatomy; Dr. J. Stanton 
King, from instructor to research assistant pro- 
fessor of biochemistry; Dr. Malcolm B. McCoy, 
from instructor to assistant professor of audio- 
logy; Dr. Jesse H. Meredith, from instructor to 
assistant professor of surgery; Dr. Benjamin F. 
Huntley, from assistant to instructor in clinical 
medicine; Dr. John H. Nicholson, from assistant 
to instructor in clinical medicine; Dr. William C. 
Sugg, from assistant to instructor in clinical 
medicine. 

x * * 

For the fourth consecutive year, the Z. Smith 
Reynolds Foundation awarded $150,000 in 
scholarships to eight students who have been 
accepted for admission to the Bowman Gray 
School of Medicine. An awards banquet was 
held April 21, 1961, in Winston-Salem. 

The scholarships provide for the total cost of 
the four years of medical school and for two 
years of hospital or postgraduate training. Four 
of the scholarships provide stipends totaling 
$23,400. The others provide stipends totaling 
$14,400. 

The Reynolds Scholars, all from North Caro- 
lina, were selected by the medical school com- 
mittee on admissions on the basis of character, 
scholarship, potential as a physician and finan- 
cial need. 

* * * 

More than 120 alumni and faculty of the Bow- 
man Gray School of Medicine attended a lunch- 
eon, May 9, at Asheville’s Battery Park Hotel. 
The luncheon, held in association with the North 
Carolina Medical Society’s annual meeting, was 
sponsored by the Bowman Gray School of Med- 
icine Medical Alumni Association. Dr. George 
Paschal Jr. of Raleigh presided. 

*x* * * 

Several members of the Bowman Gray School 
of Medicine faculty and staff presented papers at 
meetings of the Federation of American Societies 
for Experimental Biology, April 10-15, at Atlantic 
City, N. J. They are Dr. Harold D. Green, Gordon 
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Gray Professor of Physiology and Pharmacology; 
Dr. J. Maxwell Little, professor of pharmacology; 
Dr. Thomas B. Clarkson, associate professor of 
experimental medicine; Dr. J. Richard R. Bobb, 
associate professor of physiology and pharmaco- 
logy; Dr. Carlos E. Rapela, associate professor 
of physiology and pharmacology; Dr. Herman E. 
Schmid, instructor in physiology and pharmaco- 
logy; and Drs. Haruka Okina and Carmelo Ne- 
pomuceno, trainees in the cardiovascular grad- 
uate training program. 
* * * 

Dr. Martin G. Netsky, professor of neurology 
and neuropathology, served as Visiting Professor 
of Neurology to Louisiana State University 
School of Medicine at New Orleans in late March. 
During his visit to New Orleans, he also was 
an assistant examiner for the American Board 
of Neurology and Psychiatry. 

*x* * * 

Dr. Richard Proctor, associate professor and 
chairman of the Department of Psychiatry, has 
been elected president of the Southeastern Psy- 
chiatric Society. 

Dr. Merrill P. Spencer, associate professor of 
physiology and pharmacology, has been appoint- 
ed to a four-year term on the Cardiovascular 
Study Section of the National Heart Institute. 


NortH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 


The Board of Medical Examiners will meet at 
the Sir Walter Hotel, Raleigh, June 19-22, at 
which time the written examination will be 
held. 

Candidates for licensure by endorsement of 
credentials will be interviewed June 20. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


The following North Carolina physicians were 
recently examined and certified in the specialty 
of obstetrics and gynecology: 

Drs. Maurice Shehadeh Berbary, MC, Womack 
Army Hospital, Fort Bragg; Ben Robert Boyett, 
Jr., Goldsboro; Clifford Conwell Byrum, Raleigh; 
Maurice G. Couturier, Sr., Reidsville; Posey E. 
Downs, Jr., Charlotte; Amzi Jefferson Ellington, 
Burlington; Raymond Curtis Houghton, New 
Bern; Clayton J. Jones, Concord; Talbot Fort 
Parker, Jr., Goldsboro; Rufus T. Rankin, Jr., 
Charlotte; Charles L. Saunders, Jr., Burlington; 
Bessie Kay Williams, High Point. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edge- 
combe-Nash County Medical Society was held at 
the Rio Restaurant on Wednesday, May 10. Dele- 
gates to the state medical society reported on 
the annual meeting in Asheville. 
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Emory UNIVERSITY SCHOOL OF MEDICINE 


Emory University has received $250,000 to 
establish a chair of preventive medicine and 
community health in its medical school. 

The gift came from the estate of the late Mrs. 
Amelie McAlister Upshur who left the bequest 
as a memorial to her father, William H. McAlis- 
ter. The post the gift endows will be known as 
the McAlister Chair of Preventive Medicine and 
Community Health. 

Last year Dr. Thomas F. Sellers Jr. became 
chairman of the department. A graduate of the 
Emory medical school in 1950, Dr. Sellers is the 
son of Emory alumnus Dr. T. F. Sellers Sr., 
veteran of 48 years public health service work in 
Georgia. Dr. Sellers, Sr., retired last year, now 
serves in his son’s department as volunteer clin- 
ical professor of preventive medicine and com- 
munity health. 


AMERICAN CANCER SOCIETY 

“The physician and the Total Care of the Can- 
cer Patient” is the topic of the 1961 Scientific 
Session to be held in conjunction with the Amer- 
ican Cancer Society’s annual meeting, October 
23-24, in New York City. 
For further information write: Professional 
Education Section, American Cancer Society, 
521 West 57 Street, New York 19. 


AMERICAN PHYSICIANS ART ASSOCIATION 


The twenty fourth annual exhibition of the 
American Physicians Art Association will be 
held from June 26 to 30 in New York City in 
conjunction with the annual meeting of the 
American Medical Association. The exhibit will 
include works of sculpture, painting, crafts, 
and photography by physicians throughout the 
United States. 

Further information can be obtained from Dr. 
Alfred A. Richman, secretary, 307 Second Ave- 
nue, New York 3, New York. 


Rocky Mountain CANCER CONFERENCE 


The fifteenth annual Rocky Mountain Cancer 
Conference will be held at Denver’s completely 
air-conditioned Brown Palace West, July 12-13, 
and will feature panel discussions on “Detect 
Cancer in Time!—Procedures, Problems and So- 
lutions,” and “Neoplasms of the Female Genital 
Tract.” 

Presidents of both the American Cancer So- 
ciety and the American Medical Association will 
participate in the two-day program. Application 
has been made for A.A.G.P. accreditation for the 
Conference. 

Further information may be obtained by writ- 
ing Rocky Mountain Cancer Conference, 835 Re- 
public Building, Denver 2, Colorado. 
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WorLp MepicaL ASSOCIATION 


Dr. Harry S. Gear, an eminent international 
medical leader in the field of hygiene and tropi- 
cal medicine, will become Secretary General of 
The World Medical Association on July 1, 1961. 
Dr. Gear is currently the Director of Pneumoco- 
niosis Research, Council for Scientific and Indus- 
trial Research—Industrial Medicine in Johannes- 
burg, South Africa. 


DEPARTMENT OF THE ARMY 


Colonel George R. Carpenter, Chief of the Pre- 
ventive Medicine Division of the First U. S. 
Army Medical Section, retired at Governors Is- 
land on April 30 after more than 20 years active 
service with the Army. 

He was formerly Public Health physician in 
Wilmington, North Carolina, and in Fairfax and 
Bristol-Washington Counties in Virginia. He was 
graduated from the University of Virginia School 
of Medicine in 1934 and earned the Master of 
Public Health degree at Johns Hopkins Hospital 
School of Hygiene and Public Health in 1939. 


Merrell Produces Film on Chemical Tests for 
Intoxication 


Alcohol is involved in half of all traffic ac- 
cidents which result in injury or death, but 
there is hope for greater highway safety through 
scientific tests for drunkenness which are ac- 
ceptable in court. 

This fact is brought out as experts from the 
fields of medicine and the law discuss the prob- 
lem of the drinking driver in a new motion 
picture, “The Silent Witness,” shown recently in 
Cincinnati. 

The film was produced by The Wm. S. Merrell 
Company (Davidson of Richardson-Merrell Inc.) 
in cooperation with the American Medical As- 
sociation and the American Bar Association. It 
deals with the chemical tests for intoxication 
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and is the sixth in a series of Merrell-American 
Medical Association films on medicolegal sub- 
jects. 

“The Silent Witness” brings questions and 
answers about alcoholism tests into the open 
through the story of a drinking driver who is 
arrested, tested by the police, and tried. It is 
described as “a motion picture of importance to 
those who drink, those who drive, and those who 
judge their fellow men.” 

Prints are available for showing before in- 
terested groups. Contact the American Medical 
Association’s Film Library, Chicago, or The Wm. 
S. Merrell Company, Division of Richardson- 
Merrell Inc., Cincinnati 15, Ohio. 


Surgical Hospitals Expected to Replace 
Pediatric Hospitals 


Surgical hospitals for children under 15 years 
of age may replace pediatric hospitals during the 
next 20 years, a Dallas hospital administrator 
predicted recently. 

A sharp rise in the number of children enter- 
ing hospitals for surgical reasons is expected, 
along with a sharp drop in the number entering 
for general medical reasons, Roderic M. Bell of 
Presbyterian Hospital said in Hospitals, journal 
of the American Hospital Association. 

Among the reasons Mr. Bell listed for the 
expected change are that antibiotics have made 
possible outpatient and home care of many 
acute ills, and that other diseases, such as 
rheumatic fever, appear to have become milder. 
He said many children who might previously 
have died now survive, but with handicaps which 
can be corrected surgically. 

The rooming-in system is “one of the most 
significant changes for future pediatric plan- 
ning,” according to Avery C. Faulkner, of Faulk- 
ner, Kingsbury and _ Stenhouse, Architects, 
Washington, D. C., and consultant to the Surgeon 
General of the Army. 
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Book Reviews 


Blood Diseases of Infancy and Child- 
hood by Carl H. Smith, M.D. 572 pages. 
Price, $17.00. St. Louis: The C. V. Mosby 
Company, 1960. 

There has long existed a need for a complete 
text in pediatric hematology written by a pedia- 
trician. This need has been well filled by the 
comprehensive text written by Dr.:Carl Smith, 
a pediatrician and hematologist. 

The author presents the basic physiopathologic 
processes involved in a clear manner, and cor- 
relates these processes with specific diseases 
seen in ordinary practice. There are also a large 
number of practical comments, obviously glean- 
ed from years of practicing and teaching pedia- 
tric hematology. Those who do not have time 
for a complete review of a particular problem 
will find the numerous outlines and tables help- 
ful. Each of the 27 chapters is followed by a com- 
prehensive bibliography for those who wish to 
pursue a particular subject further. 

The general practitioner of pediatrics will ap- 
preciate the chapters on transfusions in pediatric 
practice, jaundice, erythroblastosis fetalis, iron 
deficiency anemia, and infectious mononucleosis. 
Those interested in some of the newer concepts 
and avenues of research will find up-to-date chap- 
ters on the hemoglobinopathies and the erythro- 
cyte enzyme deficiencies related to some of the 
hemolytic anemias. The inclusion of a chapter 
on the disorders of the spleen and reticuloendo- 
thelial system (Gaucher’s Disease, Nieman-Pick’s 
Disease, Letterer-Swine Disease, etc.), is further 
evidence of the complete coverage of hematology 
and closely related subjects. 

Perhaps the most outstanding chapter in en- 
abling the reader to grasp the essentials of a com- 
plex subject is that dealing with coagulation. 
The author discusses this rapidly changing topic 
in an unusually clear manner. The chapters on 
purpura and leukemia are adequate. 

This text fills a gap which has existed in 
pediatric literature for some time. Any physician 
dealing with infants and children will find it in- 
valuable. 


Thinking and Psychotherapy: An In- 
quiry into the Processes of Communica- 
tion. By Harley C. Shands, M.D., with a 
Foreword by Stanley Cobb, M.D. 319 
pages. Price, $5.75. Cambridge, Massachu- 
setts: Harvard University Press, 1960. 

This work represents an extremely scholarly 
synthesis of knowledge from many fields—philo- 
sophy, psychology, sociology, anthropology, phy- 
siology, physics, mathematics, ethnology, psy- 
chiatry, and psychoanalysis—with the object of 
bringing us to a closer and clearer understanding 


June, 1961 


of the psychoanalytic method and its relation to 
communicative therapy. It carries to its logical 
conclusion the premise that psychology differs 
from physiology only in degree of complexity 
and not in content. As Dr. Cobb states, “If good 
synthesis is philosophy, here is a philosophy of 
psychology in its broadest sense—and the author 
. «+ deserves the title of philosopher.” 

Dr. Shands has divided his book in two sec- 
tions. In the first he propounds a “Physiological 
Theory of Communication.” In the second he 
puts forth the “Implications for Psychotherapy.” 
He defines psychotherapy in terms of a dynamic 
relationship based on a “dyad’—two minds in in- 
teraction—rigidly structured in the strict method 
of free association, and analysis and resolution 
of the transference, as first formally established 
by Sigmund Freud and employed, with some 
slight modifications, by his adherents. He feels 
that the method is a much greater contribution 
to science than is the theory promulgated by 
Freud or any of the many modifications of psy- 
choanalytic theory formulated by his followers. 
The method is more valuable as a scientific tool 
for understanding human function than as a 
means of therapy. 

In the first part of the book, Dr. Shands points 
up the continuity from the physiological aspects 
of thinking (internalized communication), 
through the linguistic code of the social system, 
to its potential application in psychology and 
psychiatry. He takes up in detail the basic instru- 
ments: the “nervous system’—the internal in- 
strument, and “language’’—the external instru- 
ment. He then discusses thinking as a mechan- 
ism of adaptation and as a skill and some general 
features of skilled action. Finally he devotes a 
chapter each to (1) “The necessary condition for 
thinking: an intact nervous system”; (2) “The 
sufficient condition for thinking; a social sys- 
tem”; and (3) “The creative condition for think- 
ing: an ability to synthesize patterns.” 

Dr. Shands point out a way in which contin- 
uity across related but apparently disparate 
fields can be demonstrated. He is concerned with 
putting statements in a way that will be subject 
to precise observational verification or falsifica- 
tion. He attempts to point up the importance of 
the “deviant” in human relations, which may 
lead to further investigation. He emphasizes the 
importance of relativity in the field of thinking, 
communication and behavior, as well as in phy- 
sics. Further, he acknowledges his debt to Piaget 
in his development of the evaluation of “reflec- 
tive thinking” and how this can be studied in the 
psychotheraputic relationship. 

In the second part, Dr. Shands discusses the 
way psychotherapy fits into the prevailing cur- 
rents of twentieth century thought. There is 
more concern with the nature of thought than 
with the content. He points up the goals of psy- 
chotherapy—that is, to lead the individual to see 


282 
3. 
? 
ut 


4 


June, 1961 


himself from the point of view of another and to 
achieve thereby a greater adaptability, a more 
creative and satisfactory adjustment. Finally he 
discusses some of the defense mechanisms in 
terms of neurophysiological function as “distanc- 
ing mechanisms,” and divides them into three 
classes: alteration of point of view, diminution 
of informational input, and steroptypy of out- 
put. 

This philosophical treatise is not intended or 
claimed to be the final synthesis in the field of 
thinking and psychotherapy, but it does serve as 
a scholarly formulation from which the author 
and others can pursue the search toward the 
truth. 


A Synopsis of Contemporary Psychiatry. 
By George A. Ulett, Ph.D., M.D., and D. 
Wells Goodrich, M.D. Ed. 2. 309 pages. 
Price, $6.50. St. Louis: The C. V. Mosby 
Company, 1960. 


The second edition of this little book is as 
complete and thorough as such a synopsis can 
be. It should be helpful to the student for quick 
orientation and review, and especially valuable 
to the general physician in practice. This re- 
viewer would like to recommend one addition to 
the psychiatric team—a qualified chaplain or 
pastoral counselor. Experience has shown that 
such a person can be an invaluable addition to 
the psychiatric team. 


Physical Disability — A Psychological 
Approach. By Beatrice A. Wright, Ph.D. 
408 pages. Price, $6.00. New York: Harper 
Brothers, 1961. 


Although designed as a combination text and 
case book for students and practitioners in the 
field of rehabilitation, this book merits the atten- 
tion of any doctor who deals with physically de- 
viant persons. Indeed the author concludes, on 
the basis of her own clinical experience and the 
investigations of others, that the problems of 
the physically disabled are essentially the prob- 
lems of “normal” individuals—deprivation, loss 
(the reaction to sudden physical impairment is 
compared with mourning after bereavement), 
the threat of social isolation, the struggle for 
independence and status, acceptance of a limita- 
tion, and so forth. 

The first part of the book defines and analyzes 
the problem, not on the basis of separate cate- 
gories such as blindness or crippling, but with 
regard to the situations met by disabled persons 
of all types and age groups. The sociologic as- 
pects of disability as well as the somatopsycho- 
logic factors are carefully scrutinized. Among 
the topics considered are status position, develop- 
ment of the self concept, grievances and gratifica- 
tions in everyday relationships, value changes 
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in acceptance of disability, and sources of atti- 
tudes toward atypical persons. 

Mechanisms for dealing with the challenge of 
disability are then discussed. Throughout this 
and other parts of the book, emphasis is placed 
on the “coping” as opposed to the “succumbing” 
attitudes, a concept of considerable importance 
to the doctor dealing closely with disabled per- 
sons and their families. Because of this close re- 
lationship during the early phases of a crippling 
disease or injury, the doctor’s own attitudes, 
conscious or unconscious, exert an influence for 
better or worse. 

The final chapter, “An Assessment of Somato- 
psychology,” reviews the work of Sheldon and 
others concerning the relation of physique to 
personality. While findings in this field are in- 
conclusive and point up the need for further 
investigation, there appears to be no substantial 
indication that persons with impaired physique 
differ as a group—though they differ widely with- 
in the group—in their over-all adjustment. It is 
the interplay of events inside the person with 
events from without that affects his efforts to 
manage himself “more wisely, comfortably, and 
happily.” 

Dr. Wright’s approach is at all times scientific 
and yet unfailingly human. Theoretical concepts 
are documented with concrete examples drawn 
from the literature, from autobiographical writ- 
ings of the disabled themselves, and from num- 
erous case histories. 

The book can be read with interest and profit 
by physicians in many areas of practice; to those 
with a special interest in rehabilitation it should 
prove invaluable. 


Fundamentals of Psychology: The Psy- 
chology of Thinking. Edited by Ernest 
Harms and Franklin N. Furness. Annals 
of the New York Academy of Science. 
Vol 91, Art. 1, pp. 1-158. 


The contributors to this monograph were 
selected from among recent writers on the psy- 
chology of thinking. Presented are what appear to 
be the major problems occupying present day 
psychologists in the field of the psychology of 
the thought processes. Adherence to any specific 
school of psychology has been avoided in the 
hope of gaining wider constructive concepts for 
further development. 

A natural choice for conference chairman lay 
in the selection of J. P. Guilford, past president 
of the American Psychological Association, who 
for some years has addressed his research efforts 
to creativity and related functions. Each of the 
other authors is eminent in his own right, and 
some are equally well known. 

Of all the puzzling problems that have fallen 
to the lot of psychologists, those relating to hu- 
man thinking have been the most frustrating. 
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The history of psychology reveals a number of 
futile efforts to reach a significant and useful 
comprehension of thinking. Men are confronted 
with the fact that most thinking is well beyond 
direct observation. 

In a different approach, Guilford attempts to 
answer the question of what thinking operations 
exist. He ignores the classic stimulus-response 
model and turns to a factor-analytic approach 
which examines covariation and capitalizes on 
a multivariate experimental design adaptable to 
the complexity of the phenomenon. A three di- 
mensional model for the structure of intellect is 
presented. 

Brunec addreses himself to three aspects or 
problems in the study of thinking, and to the 
structure of language. With regard to memory 
he writes that “the real problem is organization, 
for it is organization that makes information 
available when needed.” 

Kurt Goldstein has been recognized for many 
years for his research on abstract and concrete 
thought processes. In writing here on thinking 
and speaking, he says that “both are instigated 
by the different occurrences in the organism in 
its attempt to come to terms with the outer and 
inner world, although thinking in its symbolic 
form plays the dominant and regulative role. 
Words are apparently not tools that may be 
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handled like objects, but are means to help man 
to organize the world in a particular, conceptual 
and symbolic way.” 

Kendler, in writing of learning, development 
and thinking, described experiments which dis- 
closed that about half of the 6 year old children 
studied were conceptualizing, and he observed 
that this age corresponds with that at which 
many nations begin the education of their child- 
ren. 

Johnson, in a serial analysis of thinking, re- 
ports experiments to analyze problem-solving 
sequentially, and to attempt to describe the 
whole problem-solving enterprise in terms of 
sequential thought processes. 

In discussing “Relations between motivational 
conditions and thinking,” Vinacke attempts to ex- 
plain the organization of “‘consciousness,” or the 
relation between environment and the ongoing 
behavior of the individual. He regards thinking 
as the utilization of past experience in response 
to motivational states. He uses the term ‘“‘motiva- 
tion” to refer to the inferred processes that in- 
stigate, regulate, and adjust behavior. 

Cofer discusses “Experimental studies of the 
role of verbal processes in concept formation and 
problem-solving.” 

Taylor believes that creative thinking, de- 
cision-making, and problem-solving all fall with- 
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in the general area of thinking. He defines 
creativity as that thinking which results in the 
production of ideas or other products that are 
both novel and worth while. 

According to Luchin, who discusses the crea- 
tivity problem in thinking, contemporary re- 
search on creativity is concerned mainly with 
studying creative individuals. Research is also 
needed on a somewhat neglected aspect of the 
problem—namely, how to characterize and study 
creative acts rather than actors; for example, 
how to investigate the act independently of the 
personality of the individual who performs the 
act. 


Hematopoiesis: Cell Production and Its 
Regulation. Ciba Foundation Symposi- 
um. Edited by G. E. W. Wolstenholme 
and Maeve O’Connor. 490 pages. Price, 
$11.00 Boston: Little, Brown and Com- 
pany, 1960. 

This book is a reproduction of the proceedings 
of an international symposium sponsored by the 
Ciba Foundation in February, 1960. The partici- 
pants are all recognized authorities in the fields 
of hematology, cell biology, and radiobiology. The 
majority are from the United States, Great Brit- 
ain, and Canada. 

There is a wealth of material concerning the 
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production, control, life span, and destruction of 
all cells originating in the hematopoietic system. 
The most intriguing part of this material is that 
having to do with red-cell production and its 
humoral regulation by one or more substances 
known as erythropoietin. Since most of the pre- 
sent medical generation studied red-cell produc- 
tion as a simple “supply and demand” system, 
governed for the most part by arterial oxygen 
tensions, this section of the proceedings carries 
much that is new and different in this field. Dis- 
cussion by such authorities as A. S. Gordon, L. 
O. Jacobson and L. G. Lajtha gives an authorita- 
tive air to these sections. 

In regard to the other cellular elements of the 
blood, much of the information is less definite 
but equally stimulating. The work of C. G. 
Craddock relating to the production and distribu- 
tion of granulocytes and the concept of the 
“granulocyte pool” has been presented more 
completely in other sources, but remains of in- 
terest. 

For one interested in further areas of explora- 
tion regarding cell production, leukemia, and the 
metabolically determined anemias such as _ per- 
nicious anemia, the discussions included are the 
real meat of this book. Reading these discussions 
by outstanding authorities gives one some idea 
as to what the future holds in these areas, what 
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references: 1. Madow, L.: Penn. M. J. 62:861, June 1959. 2. Stieglitz, E. J.: Geriatric Medicine, 
ed. 2, Philadelphia, Saunders, 1949 p. 274. 3. Winsor, T., et al.: Amer. J. Med. Sciences 239:594, 
May 1960. 4. Eisenberg, S.: ibid, July 1960. 


NOTE — before prescribing ARLIDIN the physician should be thoroughly familiar with 
general directions for its use, indications, dosage, possible side effects and contraindi- 
cations, etc. Write for complete detailed literature. 


u. Ss. Vitamin & pharmaceutical corporation 
Arlington-Funk Labs., division * 250 East 43rd Street, New York 17, N.Y. 
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tools and methods will be used, and what the 
limitations of these methods are. If one is in- 
timately connected with these fields, it is very 
possible that he may obtain new ideas for further 
needed research. 

As most of the Ciba symposia, this book makes 
no pretence at being anything other than a high- 
ly scientific, highly specialized collection of in- 
formation. The book would be of great value to 
medical students, house officers and researchers 
who are interested in these particular fields. For 
the practicing physician who immediately is not 
particularly interested in these fields, the book 
offers little that is applicable to patient problems. 


W. B. SAUNDERS COMPANY features the fol- 
lowing recent books in their full page advertise- 
ment appearing elsewhere in this issue: 
WHITE—CLINICAL DISTURBANCE OF RE- 
NAL FUNCTION 
Diagnosis and treatment measures for kid- 
ney disorders 
RUBIN—THORACIC DISEASES 
Covers both medical and surgical manage- 
ment 
MAYO CLINIC—DIET MANUAL 
Recent advances in food, vitamin and dietary 
practice 


Iu Memoriam 


James Wilson Gibson, M.D., F. A. C. S. 
August 6, 1894- November 11, 1960 


The Mecklenburg County Medical Society 
laments the passing of one of its most prominent 
and popular members in the untimely death of 
Dr. James Wilson Gibbon, on November 11, 1960, 
caused by a fall from his horse. 

Dr. Gibbon was the fifth in a line of disting- 
uished physicians and surgeons. His great, great 
grandfather, Dr. John Hannon Gibbon, came 
from England to Philadelphia, having been ed- 
ucated at Edinborough, Scotland. His great grand- 
father, Dr. John Hayshem Gibbon, came from 
Philadelphia to Charlotte, as assayer of the U. S. 
Mint, a considerable amount of gold being mined 
in Mecklenburg County at that time. His grand- 
father, Dr. Robert Gibbon, practiced medicine in 
Charlotte and served as a surgeon in the confede- 
rate army. His father, Dr. Robert Lardner Gib- 
bon, who died in 1953, was a widely known and 
loved surgeon of this city for many years. 

Dr. James Gibbon was ably endowed by nature 
to be a good doctor. He had a strong constitution 
physically, a bright mind, a friendly personality, 
a marvelous wit, and a real interest in people. 
He had good surgical training and a wonderful 
apprenticeship with his father, from whom he 
learned much of the art of medicine and sound 
surgical judgment, essential characteristics of a 
real surgeon. A treatment to this fact was not 


only the number of physicians who sought him 
as a consultant, but the number of physicians 
who had him as their surgeon. 

Dr. Gibbon took a great personal interest in 
his patients. He made it a point not to stand, but 
to sit in a chair by the bed at some time during 
the patient’s convalescence and give him time to 
ask questions that came to mind. 

Dr. Gibbon received his primary education at 
a private school at Presbyterian College, then 
located at the site of Queens College today. He 
attended Woodberry Forest at the age of 15. 
After a year there, he entered Davidson College, 
where he received his A.B. degree in 1914. He 
was graduated from Jefferson Medical College in 
1918, following which he was intern and resident 
for two years at Pennsylvania Hospital at 8th 
and Spruce Streets, Philadelphia. 

In 1920, he went into the practice of surgery 
with his father in this city. 

In 1923 he married Catherine Ottley Gilmer of 
Charlotte. They have three children: Catherine 
(Mrs. Kenneth Tanner of Rutherfordton), Mary 
(Mrs. John Hallett of Fort Mill, South Carolina), 
and Robert Lardner Gibbon, II, of Charlotte. 
There are five grandchildren. He is survived by 
his wife, children, grandchildren, and four sis- 
ters. 

Dr. Gibbon wasted little time while on this 
earth. Idleness was unknown to him. He was an 
extensive reader. He has published at least 27 
articles in medical literature. These articles deal 
not only with abdominal surgery, but with plas- 
tic surgery, neurosurgical, and orthopedic sub- 
jects as well. He was a member of the Mecklen- 
burg County Medical Society, the Medical So- 
ciety of the State of North Carolina, American 
Medical Association, American College of Sur- 
geons, Southeastern Surgical Congress, American 
Board of Surgery, Association of Southern Rail- 
way Surgeons, and the Tristate Medical Society. 
He was the first chief of surgery at the Charlotte 
Memorial Hospital, and a former Chief of Sur- 
gery at Presbyterian Hospital. He belonged to 
Alumni Associations of Woodberry Forest, 
Davidson College, Jefferson Medical College and 
Pennsylvania Hospital. 

He was a member of the Myers Park Presby- 
terian Church, the Charlotte Country Club, 
Charlotte City Club, Charlotte Chamber of Com- 
merce, Mecklenburg Hounds, and the Benedicts. 
His interests in nature is exemplified in his 
membership in many wildlife and conservation 
societies. 

He liked sports, and excelled in them. His 
favorite hobbies were gardening, hunting, and 
horseback riding. As a young man he was a 
good tennis player. 

He was a devoted husband and father. He was 
a Christian gentleman. Men like this are a gift 
to civilization. We are blessed to have known 
him. 
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ADVERTISEMENTS 


In convenient tablet form... 


(BRAND OF DIPHENOXYLATE HYDROCHLORIDE WITH ATROPINE SULFATE) 


LOwers propulsive 
MOTILity 


Stops diarrhea promptly 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE « co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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Compliments of 


Wachtel’s, Inc. 


* 


Surgical 


Supplies 


* 


15 Victoria Road 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone AL 3-7616 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 
neurological patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEORGE S. FULTz 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 


| 
= 
A save 
3 


whenever 
there local 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘“‘normal”’ recovery —put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


e In treating refractory, chronic conditions, ® Precautions: VARIDASE has no adverse 

VARIDASE therapy gives added impetus to effect on normal blood clotting. Care should be 
recovery. In common, self-limiting conditions, taken in patients on anticoagulants or with a defi- 
VARIDASE provides an easier convalescence cient coagulation mechanism. When infection is 
with faster return to constructive living. This present, VARIDASE Buccal Tablets should be 
can be of major importance even to the pa- given in conjunction with antibiotics. 


tient with a “minor” condition. © VARIDASE ® Dosage: One buccal tablet four times daily 


Buccal Tablets are indicated to control in- USUally for five days. To facilitate absorption, 
patient should delay swallowing saliva. 


flammation following trauma or surgical Supplied: Each tablet contains 10,000 Units 
f procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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in allergic and inflammatory dermatoses 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED “GENERAL-PURPOSE” STEROID OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in inflammatory and allergic dermatoses. 

But ARISTOCORT has also opened up new areas of therapy for selected patients 
who could otherwise not ve given corticosteroids. 


for example: 
SPECIAL PROBLEM: EDEMA DUE TO SODIUM AND WATER RETENTION 


In patients with edema induced by the earlier corticosteroids or from other 
causes, diuresis and sodium loss often occurs with triamcinolone. ( Fernandez- 
Herlihy, L.: M. Clin. North America 44:509 | Mar.| 1960.) 


SPECIAL PROBLEM: APPETITE STIMULATION AND WEIGHT GAIN 
In contrast to the heightened craving for food s -rietimes seen with other corti- 
costeroid compounds, appetite was unaffected by criamcinolone. (Cahn, M. M., 
and Levy, E. J.: Am. Pract. & Digest Treat. 10:993 [June] 1959.) 


SPECIAL PROBLEM: HYPERTENSION 
When ARISTOCORT was given to patients with dermatologic disorders for long 
periods, there were no significant changes in blood pressure. (Kanof, N. B.; 
Blau, S.; Fleischmajer, R., and Meister, B.: A.M.A. Arch. Dermat. 79:631 

[June] 1959.) 


SPECIAL PROBLEM: PSYCHIC STIMULATION AND INSOMNIA 
Ideally, corticosteroid therapy ought not to add to the psychic component in 
dermatologic disorders, nor induce insomnia which will intensify the patient’s 
itching and irritation. ARISTOCORT Triamcinolone has been singled out for its 
remarkably low incidence of psychic irritation and insomnia. (McGavack, T. H.: 
Nebraska M. J. 44:377 | Aug.| 1959; Freyberg, R. H.; Berntsen, C. A., Jr., and 
Hellman, L.: Arthritis & Rheumatism 1:215 | June] 1958.) 


SPECIAL PROBLEM: SEVERE CARDIAC DISEASE 
Elderly patients with pulmonary emphysema due to impending heart failure 
who required corticosteroid therapy showed that triamcinolone could be 
employed with benefit and relative safety. (McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 [| Dec.] 
1958. ) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic and inflamma- 
tory dermatoses, dosage should be individualized and kept at the lowest level needed 
to control symptoms. Dosage should not exceed 36 mg. daily without potassium sup- 
plementation. Drug should not be withdrawn abruptly. Contraindicated in herpes 
simplex and chicken pox. 

Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white); 16 mg. (white). 

Also available—syrup, parenteral and various topical forms. 


CLederle) Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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IN ACNE 
smooth 
the skin 

cheer 
the patient 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 

pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 
When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 

A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 

pHisoAc is available in 114 oz. tubes and 


pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


New York 18, N. Y. 


pHisoHex and pHisoAc for acne 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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benzthiazide 


In edema 
and hypertension 
achieves 82% of 

its diuretic effect 

in six hours’ 


NaClex works fast. Does its work quickly, 
thoroughly, safely—then lets your patient 
rest. Completes 82% of its excess fluid loss 
within 6 hours, over 96% within 12 hours! 

. .» an unsurpassed potency. Useful also in 
long or short-term treatment of congestive 
heart failure, obesity, pre-menstrual tension; 
50 mg. tablets. 


1. Ford, R. V.: ‘Human Pharmacology of a 
New Non-Mercurial Diuretic: Benzthiazide,”’ 
Cur. Ther. Research, 2:51, 1960. 


For more information, ask your Robins 
representative or write: 


A. H. Robins Company, Inc. 


Richmond 20, Virginia Available in Conada 
’ 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


® 


Wallace Laboratories, Cranbury, New Jersey 


® 


(carisoprodol, Wallace) 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE ... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS . . . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


F “ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER TO Supplied: Bottles of 60 and 250. 
PDR Literature and clinical samples 
available. 


PAGE 643 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: & nutritionally & metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
¢ Vitamin A (Acetate), 5,000 U.S.P. Units 
¢ Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Be), 5 mg. Niacinamide, 15 mg. Pyri- 
doxine HCI (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ 1-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. ¢ Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs,), 
35 mg. * Phosphorus (as CaHPOs,), 27 mg. 
Fluorine (as CaF 2), 0.1 mg. Copper (as 
CuO), 1 mg. * Potassium (as K2S0Ox,), 5 
mg. * Manganese (as MnOz), 1 mg. * Zine 
(as ZnO), 0.56 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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COMPOSITION: Each Belbarb 
tablet or fluidram Elixir con- 
tains phenobarbital % gr., bel- 


2 same as Belbarb except 
Qf. phenobarbital for more 
sedative action 
HOW SUPPLIED: Tabiets: 


Bottle of 100, 500 and 1000. Elix- 
ir: Pint and galion bottles, 


beLbarb soothes 
® the agitated mind and 
calms G-I spasms 
through the 
central effect 
of phenobar- 
bital and the 
synergistic action 
Mar? of fixed proportions 
of natural belladonna 
alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical ice 


& COMPANY 


Richmond, Virginia 
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BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


For the Treatment of Psychiatric [nesses 
and Problems of Addiction 


Modern Facilities 


Approved by Central Inspection Board of 
American Psychiatric Association and the 
Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


Phone HEmlock 5-4486 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


PHYSICIANS 
SURGEONS 
DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


pisital’s 


in its completeness 


equivalent to 


‘one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephaiography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Won. Ray Grirrin, Jr., M.D. Mark A. GRIFFIN, Sr., M.D. 
Ropert A. GRIFFIN, M.D. MarkK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


For Prevention and Reversal of 


CARDIAC ARREST 


The Birtcher Mobile Cardiac Monitoring 
and Resuscitation Center* 
Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 


should always be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
poy tama with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 
“The House of Friendly and Dependable Service” 
706 TUCKER ST. TEL: TEMPLE 3-8631 


RALEIGH, NORTH CAROLINA 
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ACETAZOLAMIDE LEDERLE 


For gentle diuresis 


In mild to moderate decompensation, DIAMOX closely matches di- 
uretic action to diuretic needs. Gentle removal of water is achieved 
without distorting normal electrolyte ratios. A single morning 
dose provides comfortable, self-limiting daytime action and 
nighttime rest. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York gD 
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Listen... good news! 


GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of North Carolina State Medical Assn. 


For complete information on “broader protection” 
Professional Liability Insurance see your nearest St. 
Paul agent. 


1. Broader Protection. A St. Paul policy assures you 
of complete “professional services” protection. 


‘2. Absence of Exclusions. All professional liability 
policies are not the same. The St. Paul policy has only 
one exclusion—Workman’s Compensation. 


3. Experienced, Sound Company. The St. Paul has STS NORTH CAROLINA OFFICES 


established an enviable record of competence extending Benne Ee. = 412 Addison Bldg. 
4 Charlotte, EDison 2-1633 


323 Morgan Street 
A. Effective Defense and Prevention. Close liaison’ - 3 Raleigh, TEmple 4-7458 


with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 
terial which assists doctors in avoiding claims. 


St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 


over more than 100 years. 


HOME OFFICE 
385 Washington Street, 
St. Paul, Minnesota 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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“Touché!” 


comm. 1932 sAmes 


For a better way to treat headache, 


prescribe Trancoprin: 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), ‘ 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 


and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18,N.Y. sre 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Vitamin A ....... 25,000 U.S.P. Units 
Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Monontitrate . 

Riboflavin 

Niacinamide 

Vitamin C . 

Pyridoxine 

Calcium Pantothenate 


Vitamin B,. 


XLVI 
SQUIBB Squibb Quality—the Priceless Ingredient 
3 ‘Theragran’® is a Squibb trademark 
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@@utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases ‘Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. ir Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy . . .’”* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition. 
Research Council. National Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


bd 76 
American adult. 6. Overholser, W.. and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7 Gotssmith, 6 a 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medica! Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “‘Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W. B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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When 
You’re Sick, 
Doctor, 


WHO TAKES CARE 
OF YOU? 


When you're disabled by a sickness | | 

or accident, it can create a serious NS is 
problem for you and your family. / 

Chances are your professional income 

STOPS, but the need to provide for yourself and your family DOESN’T. 


You still must meet the bills that are normally a part of everyday living PLUS 
the extra burden of expense brought on by your illness or accident. 


Mutual of Omaha's Professional Men’s Plan has the answer. Here’s coverage 
that provides a regular monthly income for as long as total disability lasts, whether 
it’s a week, a month or EVEN FOR LIFE! It’s especially designed to meet the needs 
of men in your profession. 


Why not get in touch with your MUTUAL of OMAHA General Agent today? 
He'll be glad to give you full details on this modern plan of protection. Of course, 
there’s no obligation. 


MUTUAL BENEFIT HEALTH & ACCIDENT ASS’N. 


Home Office — Omaha, Nebraska 
V. J. Skutt, President 


THE LARGEST EXCLUSIVE HEALTH AND ACCIDENT COMPANY IN THE WORLD 


* G. A. RICHARDSON, General Agent * J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


* J. P. GILES, General Agent 
Asheville, N. C. 
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of the mental patient. 


rehabilitation. 


peachtree hospital 


Paul H. Fraser, Administrator 


R, for the mentally disturbed 


Peachtree Hospital is a modern, 60-bed psychiatric hospital, joining 
with Atlanta psychiatrists in working for better mental health. 
Great effort has been made to provide every facility for the benefit 


A Registered Occupational Therapist and Occupational Therapy 
Aides direct each patient in a well rounded Occupational Therapy 
program, including leather crafts, ceramics, needle craft, mat 
weaving, basketry, jewelry, etc., performing a vital function in 


41 PEACHTREE PLACE, N.E. © 
MEMBER: American Hospital Association — Georgia Hospital Association — Nati 
of Private Psychiatric Hospitals 


ATLANTA 
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With proper medical management and adequate 
control of seizures, epileptic persons may lead pro- 
ductive, functioning lives.’? To implement this goal, 
many Clinicians rely on DILantin for outstanding 
control of grand mal and psychomotor attacks. 
“In most cases Ditantin is the drug of choice.... 
Toxic symptoms are uncommon and when they do 
appear they are usually readily controlled; the drug 
is inexpensive, and widely available.’ DiLANTIN 
Sodium (diphenylhydantoin sodium, Parke-Davis) 
is available in several forms, including Kapseals, 
0.03 Gm. and 0.1 Gm., bottles of 100 and 1,000. 
other members of the PARKE-DAVIS DILANTIN 
FAMILY OF ANTICONVULSANTS 


for grand mal and psycho- HELPS KEEP HIM 
motor seizures: PHELANTIN® 
IN THE 


Kapseals (Dilantin 100 mg., 
phenobarbital 30 mg., des- MIDST OF THINGS 
oxyephedrine hydrochloride 2.5 mg.), bottles of 100. 
for the petit mal triad: MiLontin® Kapseals (phen- 
suximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000; Suspension, 250 mg. per 4 cc., 16-ounce 
bottles - CELonNTIN® Kapseals (methsuximide, 
Parke-Davis) 0.3 Gm., bottles of 100. ZARONTIN® 
Capsules (ethosuximide, Parke-Davis) 0.25 Gm., 
bottles of 100. See medical brochure for details 
of administration and dosage. suits 


(1) Carter, S.: M. Clin. North America 37:315, 1953. 


(2) Maltby, G. L.: J. Moine M. A. 48:257, 1957. PARKE-DAVIS 


(3) Crawley, J. W.: M. Clin. North America 42:317, 1958. 
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nearly identical to mother’s milk' in nutritional breadth and balance 


A new infant formula 


Enfamil 


Infant formula 


Five years of research and 41,000 patient days 
of clinical trials demonstrate the excellent per- 
formance of Enfamil. This new infant formula 
satisfies babies and they thrive on it. Digestive 
upsets are few and stool patterns are normal. 
Enfamil produces good weight gains. In a 
well-controlled institutional study? covering 
the crucial first 8 weeks of life, Enfamil pro- 
duced average weight gains of 11.3 ounces 


every 2 weeks during the course of the study. 
Enfamil is nearly identical to mother’s milk! 
¢ in caloric distribution of protein, fat and car- 
bohydrate® in vitamin content (vitamin D added 
in accordance with NRC recommendations) 
¢ in osmolar load ¢ in ratio of unsaturated to 
saturated fatty acids ¢ in absence of measura- 
ble curd tension for enhanced digestibility, 


1, The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 1953, 
2. Brown, G.W.; Tubolski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, I.: J. Pediat, 56:391 (Mar.) 1960, 


\ Mead Johnson 


Laboratories 


Symbol of service in medicine 
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